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MYADEC 


th-poten ormula with minerals 


a 


ehelps to prevent or correct certain vitamin deficiencies 
esupplies various minerals normally present in body tissue 
Kach MYADEG Capsule provides: Vitamins: Vitamin By erystalline— 
5 meg.; Vitamin Bg (riboflavin)\—10 mg.; Vitamin Bg (pyridoxine 


hydrochloride)—2 mg.; Vitamin B; mononitrate—1!0 mg.; Nicotinamide 
(niacinamide)—100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vita- 
min A—25,000 units (7.5 mg.); Vitamin D—1.000 units (25 meg.); 
Vitamin E (d-alpha-tocopheryl acetate concentrate)—5 1.U.; Minerals 
(as inorganic salts): lodine—0.15 mg.; Manganese —I mg.; Cobalt 
—(.1 mg.; Potassium—5 mg.; Molybdenum—0.2 meg.; lron—15 me.: 
Copper mg.: Zine—1.5 mg.; Magnesium— 6 meg.; Caleitum—105 
mg.; Phosphorus — 80 mg. 

Supplied: Bottles of 30, 100, and 250. 
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Acts as well 
in people ste 
as In 


test tubes 


PH 3.5 or above 


50 49 


Neutralization 
with new Creamalin 


38 39 
3.5 


with standard aluminum 


Neutralization 
hydroxide 


Following determination of basal secretion, 
intragastric pH was determined continuously by means of 
frequent readings dver a two-hour period. 


Minutes 20 40 60 80 100 120 


New 


Antacid Tablets 


Buffers fast'* for fast relief of pain— 
takes up more acid 


Heals ulcer fast—action more prolonged in vivo 


Has superior action of a liquid, with the 
convenience of a tablet’ 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive dried aluminum hydroxide gel (stabilized 
with hexitol) with 75 mg. of magnesium hydroxide. New Creamalin 
tablets are pleasant tasting and smooth, not gritty. They do not cause 
constipation or electrolyte disturbance. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as needed. 
Peptic ulcer or gastritis— from 2 to 4 tablets every two to four hours, 


How Supplied: Creamalin Tablets, bottles of 50, 100, 200 and 1000. 
Also available: New Creamalin Liquid (1 teaspoon=1 tablet), 
bottles of 8 and 16 fl. oz. 


References: 1. Schwartz, I. R.: Current Therap. Res. 3:29, Feb., 1961. 
2. Beekman, S. M.: J. Am. Pharm. A. (Scient. Ed.) 49:191, April, 1960. 
3. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. Pharm. A. 
. (Scient. Ed.) 48:381, July, 1959. 4. Data in the files of the Department 
LABORATORIES of Medical Research, Winthrop Laboratories. 5. Hinkel, E.T., Jr. ; Fisher, M. P., 
New York 18, N.Y. and Tainter, M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:384, July, 1959. 
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| Iisten ... good news! 
GET BROADER PROTECTION AGAINST CLAIMS 
RESULTING FROM PRACTICE OF MEDICINE 


with St. Paul’s Professional Liability Insurance 


Approved Carrier of Medical Society of Virginia 
For complete information on “broader protection” 
Professional Liability Insurance see your nearest St. 
Paul agent. 
St. Paul Fire and Marine Insurance Co. 
St. Paul Mercury Insurance Co. 


3 Broader Protection. A St. Paul policy assures you 
of complete ‘professional services” protection. 

So Absence of Exclusions. All professional liability 
policies are not the same. The St. Paul policy has only 
one exclusion—Workman’s Compensation. 


3. Experienced, Sound Company. The St. Paul has 


established an enviable record of competence extending 


VIRGINIA OFFICE 
721 American Bldg. 
Richmond 4, Virginia 
Phone: 643-1828 


over more than 100 years. 


AL, Effective Defense and Prevention. Close liaison 
with doctors and medical societies helps the Company to 
pinpoint areas of risk and to develop educational ma- 


HOME OFFICE 
385 Washington Street, 


terial which assists doctors in avoiding claims. St. Paul, Minnesota 
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SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


PAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. ricumonp 2e, va. 
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blood pressure approaches normal 
more readily, more safely....simply 


Salutensin 


(hydroflumethiazide, reserpine, protoveratrine A—antihypertensive formulation) 


Early, efficient reduction of blood pressure. Only Salutensin combines 
the advantages of protoveratrine A (“the most physiologic, hemody- 
namic reversal of hypertension”') with the basic benefits of thiazide- 
rauwolfia therapy. The potentiating/additive effects of these agents? ® 
provide increased antihypertensive control at dosage levels which 
reduce the incidence and severity of unwanted effects. 

Salutensin combines Saluron® (hydroflumethiazide), a more effective 
‘dry weight’ diuretic which produces up to 60% greater excretion of 
sodium than does chlorothiazide’; reserpine, to block excessive pressor 
responses and relieve anxiety; and protoveratrine A, which relieves 
arteriolar constriction and reduces peripheral resistance through its 
action on the blood pressure reflex receptors in the carotid sinus. 
Added advantages for long-term or difficult patients. Salutensin will re- 
duce blood pressure (both systolic and diastolic) to normal or near- 
normal levels, and maintain it there, in the great majority of cases. 
Patients on thiazide/rauwolfia therapy often experience further improve- 
ment when transferred to Salutensin. Further, therapy with Salutensin is 
both economical and convenient. 


Each Salutensin tablet contains: 50 mg. Saluron® (hydroflumethiazide), 0.125 mg. reserpine, and 


0.2 mg. protoveratrine A. See Official Package Circular for complete information on dosage, side 
effects and precautions. 


Supplied: Bottles of 60 scored tablets. 

References: 1. Fries, E. D.: In Hypertension, ed. by J. H. Moyer, Saunders, Phila., 1959 p. 123. 
2. Fries, E. D.: South M. J. 51:1281 (Oct.) 1958. 3. Finnerty, F. A. and Buchholz, J. H.: GP 17:95 
(Feb.) 1958. 4. Gill, R. J., et_al.: Am. Pract. & Digest Treat. 11:1007 (Dec.) 1960. 5. Brest, A. N. 
and Moyer, J. H.: J. South Carolina M. A. 56:171 (May) 1960. 6. Wilkins R. W.: Postgrad. Med. 
26:59 (July) 1959. 7. Gifford, R. W., Jr.: Read at the Hahnemann Symp. on Hypertension, Phila. 
Dec. 8 to 13, 1958. 8. Fries, E. D., et_al.: J. A. M. A. 166:137 (Jan. 11) 1958. 9. Ford, R. V. and 
Nickell, J.: Ant. Med. & Clin. Ther. 6:461, 1959. 


all the antihypertensive benefits of thiazide- 
rauwolfia therapy plus the specific, 
physiologic vasodilation of protoveratrine A 
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11 WEEKS TO LOWER BLOOD PRESSURE TO DESIRED LEVELS BY SERIAL ADDITION OF 
THE INGREDIENTS IN SALUTENSIN IN A TEST CASE 


(Adapted from Spiotta, E. J.: Report to Department of Clinical Investigation, Bristol Laboratories) 
SALUTENSIN 
(thiazide 


thiazide protoveratrine A 
thiazide protoveratrine A reserpine) 


JAN. FEB, MARCH 


32 WEEKS TO LOWER BLOOD PRESSURE TO DESIRED LEVELS USING SALUTENSIN FROM 
THE START OF THERAPY IN A “‘DOUBLE BLIND’’ CROSSOVER STUDY 
Mean Blood Pressures—Systolic (S) and Diastolic (D) 


Placebo Followed by Salutensin Salutensin Followed by Placebo 
(22 patients) (23 patients) 


Placebo Salutensin Salutensin Placebo 
Before After Before After Before After Before After 


In this ‘‘double blind” crossover study of 45 patients, the mean systolic and diastolic blood pres- 
sures were essentially unchanged or rose during placebo administration, and decreased markedly 


during the 25 days of Salutensin therapy. (Smith, C. W.: Report to Department of Clinical Investi- 
gation, Bristol Laboratories.) 


BRISTOL 


BRISTOL LABORATORIES / Div. of Bristol-Myers Co., Syracuse,N.Y. 
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bro 


nchitis 


cystitis 


or other 
infections 


CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: 1 to 2 drops (3 to 6 mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day—divided 
into four doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or idio- 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics, and demands that the 
patient be kept under constant observation. : 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York p> 
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5) an added measure of protection 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse—up to 6 days’ activity on 4 days’ dosage 
against secondary infection—sustained high activity levels 
against “problem” pathogens—positive broad-spectrum antibiosis 


Plan now to attend the A.M.A. Clinical Session in Denver, November 27-30. 
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Calms the ‘Tense, Nervous Patient 
in anxiety and depression 


The outstanding effectiveness and safety with which 
Miltown calms tension and nervousness has been 
clinically authenticated by thousands of physicians 
during the past six years. This, undoubtedly, is one 
reason why meprobamate is still the most widely 
prescribed tranquilizer in the world. 


Its response is predictable. It will not produce 
unpleasant surprises for either the patient or the 
physician. Small wonder that many physicians have 
awarded Miltown the status of a proven, depend- 


Miltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied : 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; bottles of 50. Also as 
MEPROTABS®—400 mg. unmarked, coated 
tablets; and in sustained-release capsules as 
MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 
200 mg. meprobamate). 


WALLACE LABORATORIES 
Cranbury, N. J. 


Clinically proven 
in over 750 
published studies 


Acts dependably — 
without causing ataxia or 
altering sexual function 


Does not produce 
Parkinson-like symptoms, 
liver damage or 
agranulocytosis 


Does not muddle 
the mind or affect 
normal behavior 
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HOW 
CARTRAX 


OFFERS 
BETTER PROTECTION 
AGAINST ANGINA PECTORIS 
THAN VASODILATORS 
ALONE: 


ATARAX* 
“CUTS DOWN. 
ON CORONARY 
DEMAND DUE TO 
TENSION AND 
ANXIETY 


TOGETHER—IN CARTRAX... 


they decrease “length, severity, and amount of angina pectoris” in 
anxious cardiacs.' 


Give your angina patient better protection by balancing supply and 
demand...with CARTRAX. 
note: Should be given with caution in glaucoma. 


dosage: Begin with 1 to 2 yellow CARTRAX “10” tablets (10 mg. PETN plus 
10 mg. Atarax) 3 to 4 times daily. When indicated, this may be increased by 
switching to pink CARTRAX “20” tablets (20 mg. PETN plus 10 mg. Atarax). 
For convenience, write “CARTRAX 10” or “CARTRAX 20.” 

Supplied in bottles of 100. Prescription only. 


1. Clark, T. E., and Jochem, G. G.: Angiology 11:361 (Aug.) 1960. 


*brand of hydroxyzine **pentaerythritol tetranitrate 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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CONSISTENTLY SUCCESSFUL RELIEVING 


J.: N.Y: 
Y1 Spoor, H. 
58 :3292, 1958. 


ults in 88% of cases 


“In practically every onan 
the patients experienced 
from dryness and pruritus. 


satisfactory res 


comments: 


STUDY 2 
Lub 
Western Med. 1 


Satisfactory results in 94% Of cases 


itching, irritatj 
discomfort , .” and other 


SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.m. © 1961 
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simple 
antibiotic 
not indicated... 
prescribe NEW 


WIN-CODIN Tablets 


LABORATORIES 
New York 18, N. Y. 
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New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 


Each tablet contains: 


Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 


Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 


Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 

Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 

Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infections? 


New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 
Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from ¥% to | tablet three times daily. 

Available in bottles of 100 (Class B narcotic). 


*Trademark +For persons with vitamin C deficiency 
Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Vitamin A ....... 235,000 U.S.P. Units 
Vitemm DD... ..... 


Themane Monomtrate.. . 10 mg. 
Niacinamide ...... 100 mg 
Vitamin C . 200 mg. 
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@ utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. . 2. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .’* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


« 3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


"6 
American adult. 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition. J. B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.’ 7. coasmitn, 6 a. 
Conference on Vitamin C, The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ... There is some evidence of 
interference with normal riboflavin utilization during catabolic episodes.’”® 


8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.; Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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Doctor... 


m °What would paying a bill like this 
= @6do to your personal finances? 


® -And what about additional bills for your 
= continuing Office Expenses — if YOU 
had been the patient? 


—AS A PRACTICING PHYSICIAN ... 7 —AS A PRACTICAL BUSINESSMAN ... " 


. . . knowing that today's hospital confinements mean 
BIG bills, you should be the first to own “catastrophic” 
hospital-nurse insurance for yourself and your family’s 
assured protection. 


. . . knowing that today it costs BIG money to operate 
your office — even when you are sick or injured and 
can’t be ‘on duty’ — it’s only good business to obtain 
Overhead Expense protection. 


PLAN 1 

Major Hospital-Nurse Expense Professional Overhead Expense 
PAYS 100% of Hospital Room & Board Charges and 
Hospital Miscellaneous Expense PLUS 75% of in- PAYS covered Office Expenses — Rent, Employees’ 
hospital Nurse Fees — after the selected Deductible Salaries, Heat, etc. — when you are continuously 
Amount has been applied — up to a $10,000 overall disabled by injury or sickness for 14 days or more. 
Limit of Payment for expenses incurred within 3 years Payments are made directly to you, and can continue 
of any one accident or sickness. Applies to each for as long as | year if you are totally disabled that 
insured Member, Spouse or Dependent Child. length of time. 


You have a choice of 3 deductible amounts, assuring 


You select only the protection you need — from $200 
the ‘right’ protection at the ‘right’ cost for YOU! 


up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL SOCIETY OF VIRGINIA | 


UNDERWRITTEN BY AMERICAN CASUALTY CO. READING, PA. 
DAVID A. DYER, Administrator 
Medical Arts Building Roanoke, Virginia 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 
tection for which hundreds of Virginia doctors have already enrolled. We will gladly supply additional information or an 
enrollment application. There is no obligation and no solicitor will call MAY WE HEAR FROM YOU TODAY? 
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PHENAPHEN 


(Basic formula) 


In each capsule: Phenacetin (3 gr) 194.0 mg.; 
acetylsalicylic acid (24% gr.) 162.0 mg.; hyos- 
cyamine sulfate 0.031 mg.; and phenobarbital 
C/A gr.) 16.2 mg. 


PHENAPHEN No.2 


PHENAPHEN with Codeine ......... 


AHR 


PHENAPHEN No. 4 


PHENAPHEN with Codeine 
SUPPLY: Bottles of 100 and 500 capsules. 


sedative-enhanced analgesia 


To each ‘‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN 


PHENAPHEN CODEINE 


Y% gr., % gr., 1 gr. 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow’s with persistence 


4 
PHENAPHEN No. 3 


Robitussin 


The real beauty of Robitussin is seen im the relief it brings to cough, By increasing 
the tracheal flow of respiratory tract fluid, Robitussin’s glyceryl guatacolate turns useless 
cough into productive cough. Efficient yet gentle, Robitussin helps the cough rid itself 
of the very irritants that cause it. And imi more than a decade of use it has proved unques- 
tionably safe, as well as consistently acceptable, to patients of all ages. Robitussin® is 
glyceryl guaiacolate, 100 mg. per 5 ce, dose; Robitussin® A-C adds prophenpyridamine 
maleate 7.5 mg., and codeine phosphate 40.0 5 cc, marcoues, 


A. H. Robins Company, Ine., Richmond 20) 
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EMOTOGENiC 


@ the agitated mind and 
A calms 6-1 spasms 
through the 
central effect 
of phenobar- 
bital and the 
synergistic action 
of fixed proportions 
of natural belladonna 
alkaloids on the 
G-I tract. 


Sedative—Antispasmodic 
20 years of clinical enero 


wea 
COMPOSITION: Eacr Belbarb | 
on- 
nin 
2 same Belbarb except 


gr. phe so for more 
Sedative actic 


HOW SUPPLIED: Tablets ma 
Bottle of 100, 500 and 1000. Elix- ‘ 
ir: Pint and galion bottles. 
& COMPANY 
Richmond, Virginia 
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After 10 weeks 
of therapy — 

a Clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 
acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 

the infection factor. pHisoHex 
cleanses better than soap because 

it is 40 per cent more surface-active. 
Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 

New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles 
of 1 pint; pHisoAc in 114 oz. tubes. 
pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off, 


LABORATORIES 
New York 18, N.Y. 


For Acne-PHISOHEX’ and 


CLINICAL PHOTOGRAPHS 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 weeks of therapy 


antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


pHisoAc’ cream 


keratolytic 
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WHEN 
THE PATIENT 


WITHOUT 
ORGANIC DISEASE ; 
chronic constipation, 
flatulence, belching, 
intestinal atony, 
indigestio 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 

Each tablet provides: Dehydrocholic Acid Compound, 

P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); md Pp PITMAN-MOORE COMPANY 
Homatropine methylbromide 1.2 mg.; Phenobarbital f M DIVISION OF THE DOW CHEMICAL COMPANY 

8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS 6, INDIANA 
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in abdominal distention 


Associated wit: air swallowing, functional indigestion, spastic 
colitis, diverticulitis, peptic ulcer, postoperative gas. 


The original brand of methylpolysiloxane 


a gastrointestinal 


DEFROTHICANT™ 


Air swallowing, abnormal peristalsis or “‘nervous 


indigestion” accelerates foaming. Foam and froth 
increase the volume of gastrointestinal contents 
9 
SILAIN dispels foam and froth 
Even normal peristalsis may produce thick, viscous 
y foam in the presence of gastric mucin and gas form- 
ing digestive processes. 
ss SILAIN reduces increased volume 
FOAM BEFORE SILAIN 
: By lowering interface cohesion, SILAIN breaks down 


the gas bubbles reducing the foam to a liquid. 
SILAIN provides fast relief 


Relief occurs promptly when foam is broken—en- 
trapped gas is liberated for normal absorption or 
eliminated by belching or passing flatus—volume 
decreases immediately. 


SILAIN safe 


A single non-toxic compound, SILAIN acts physi- 
cally with no effect on gastrointestinal motility. 
FORMULA: Each tablet contains 50 mg. methylpolysiloxane. 
DOSAGE: 1 or 2 tablets after meals or more frequently if necessary. 
AVAILABLE: 50 mg. tablets in bottles of 100. 
Clinical trial supply on request 
*DEFROTHICANT—The property of preventing and eliminating foam. 
U. S. Patent No. 2,951,011 


~PLOUGH LABORATORIES, INC. 


| A Subsidiary of Plough, Inc., Memphis, Tennessee 
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in peptic ulcer, hyperacidity, heartburn 


Control Gastric 


TABLETS 


T.M. 


DEFROTHICANT ANTACID 


SILAIN-GEL non-fatiguing, fruit-mint taste 


Releases Gas—The unique physical property of SILAIN breaks 
the frothy bubbles liberating the gas for elimination. 


Neutralizes Acid —Specially balanced antacid formulation pro- 
vides efficient neutralization. 


DOSAGE-—2 tablets after meals and at bedtime. The safety of Silain-Gel permits administration as often 
as necessary. 


FORMULA-—Each tablet contains: methylpolysiloxane 25 mg.; magnesium hydroxide 85 mg.; co-precipi- 
tated magnesium carbonate and aluminum hydroxide 282 mg. 


REFERENCES 


. Roth, J.L.A. and Bockus, H.L.: Aerophagia— Med. Clin. N. Am. §1:1673 (Nov.) 1957 


. Alvarez, W.C.. Gas in the Bowel: An Introduction to Gastroenterology; Paul B. Hoeber, 
Inc. Alvarez, W.C.; Syndrome of Reverse Peristalsis: Ibid 


. Barondes, R. de R. et al: The Silicones in Medicine. Mil. Surg. 106:378, 1950 
. Cutting, W.: Toxicity of Silicones. Stanford M. Bull. 10:23 (Feb.) 1952 


. Dailey, M. and Rider, J.: Silicone Antifoam Tablet in Gastroscopy. J.A.M.A. 155:859 
(June) 1954 


. Rider, J.A. and Moeller, H.C.: Use of Silicone in the Treatment of Intestinal Gas and 
Bloating. J.A.M.A. 174:2052 (Dec.) 1960 


7. Rider, J.A.: Intestinal Gas and Bloating: Treatment with Methylpolysiloxane. Am. Pract. 
& Digest Treat. 11:52 (Jan.) 1960 
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NOW ON WRVA Richmond on your piat 
DAILY MONDAY THRU FRIDAY AT 11:53 A.M. 
WTAR Norfolk 790 on your via 
DAILY MONDAY THRU FRIDAY AT 9:55 A.M. 


WDBJ Roanoke 960 on your 
DAILY MONDAY THRU FRIDAY AT 12:15 P.M. 


Radio’s Most Instructive 
Health Education Program 


“DOCTOR’S 
HOUSE CALL” 


FEATURING DR. JAMES ROGERS FOX IN 
AN INTERESTING AND INFORMATIVE 
RADIO PROGRAM THAT WILL HELP TO 
CREATE A BETTER UNDERSTANDING BY 
THE PUBLIC AND A BETTER INFORMED 
APPRECIATION OF THE IMPORTANCE 
OF EARLY DISCOVERY AND ADEQUATE 
TREATMENT OF THEIR HEALTH PROB- 
LEMS BY THEIR PHYSICIAN. DR. FOX 
IS PRESENTED IN COOPERATION WITH THE AMERICAN MEDICAL 
ASSOCIATION AND YOUR LOCAL MEDICAL SOCIETY. THE MED- 
ICAL CONTENT OF THIS PROGRAM HAS BEEN AUTHENTICATED 
BY THE AMA’S PHYSICIANS ADVISORY COMMITTEE FOR RADIO. 


Each of these programs 
ends with Dr. Fox’s advice— 


PEOPLES SERVICE DRUG STORES 


“Consult Your Physician” 
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Copyright 1961, The Upjohn Company 


in bacterial 
otitis 
media 


promptly 


to gain precious 
therapeutic 
hours 


In the presence of bacterial 
infection, taking a culture to 
determine bacterial identity 
and sensitivity is desirable— 
but not always practical. 

A rational clinical alterna- 
tive is to launch therapy at 
once with Panalba, the anti- 
biotic that provides the best 
odds for success. 

Panalba is effective (in 
vitro) against 30 common 


pathogens, including the 
ubiquitous staph. Use of 
Panalba from the outset (even 
pending laboratory results) 
can gain precious hours of ef- 
fective antibiotic treatment. 


SUPPLIED: Capsules, each containing 
Panmycin® Phosphate (tetracycline phosphate 
complex), equivalent to 250 mg. tetracycline 
hydrochloride, and 125 mg. Albamycin,® 
novobiocin sodium, in bottles of 16 and 100. 
USUAL ADULT DOSAGE: 1 or 2 capsules 
3 or 4 times a day. 

SIDE EFFECTS: Panmycin Phosphate has a 
very low order of toxicity comparable to that 
of the other tetracyclines and is well tolerated 
clinically. Side reactions to therapeutic use 
are infrequent and consist principally of mild 
nausea and abdominal cramps. 


Albamycin also has a relatively low order of 
toxicity. 


apparently a metabolic by-product 
rug, is not necessarily associated with 
abnormal liver function tests or liver enlarge- 
ment. 
Urticaria and maculopapular dermatitis, and 
a few cases of leukopenia have been reported 
in patients treated with Albamycin. These side 
effects usually disappear upon discontinuance 
of the drug 
CAUTION: 
may result 


Since the use of any antibiotic 


Albamycin. 
damage should 


develop. 
*Trademark, Reg. U. S. Pat. Off. 


Panalba 
your broad-spectrum 
antibiotic of first resort. 


The Upjohn Com 
Michigan 


THE TAREYTON RING 
MARKS THE REAL THING! 


| 
4 


one cigarette that’s really different! 


The difference is this: Tareyton’s Dual Filter gives youa @@ “Pure white 
unique inner filter of ACTIVATED CHARCOAL, definitely proved to outer filter 
make the taste of a cigarette mild and smooth. It works together with 
a pure white outer filter—to balance the flavor elements in the smoke. 


Tareyton delivers—and you enjoy—the best taste of the best tobaccos. 


ACTIVATED 


pus LAN CY. fon bar 
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WITH GLUCOSAMINE 


\ew evidence* demonstrates the effectiveness of Terra- 
mycin in otitis media . . . another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 
only was often su ssful where other antibiotics 
had failed,” but also showed that emely well 
tolerated”; oral dosage for infants was 250 to 375 
mg. daily, for children, 500 mg. to 1 Gm. In many 
instances, oral therapy was preceded by intramus- 
cular injection of Terramycin. 


The authors concluded that 
to consider it [Terramycin | t effective 


T ¢ 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing. 


® 
Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 


OXYTETRACYCLINE WITH GLUCOSAMINE More detailed professional information available on request. 


SYRUP PEDIATRIC DROPS 


125mg. per tsp. and Smg. per drop (100 mg./cc.), respectively ? 


deliciously fruit-flavored aqueous dosage forms — TERRAMYCIN Capsules— 


conveniently preconstituted 250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 


therapy in adults and older children 
Science for the world’s well-being® TERRAMYCIN Intramuscular Solution— 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 50 mg./cc. in 10 cc. vials; 100 mg. and 
Wek 250 mg. in 2 cc. ampules—preconsti- 
, tuted, ready to use where intra- 


* Jacques, A. A., and Fuchs, V.H.: J. Louisiana M. Soc. 113:200, May, 1961. muscular therapy is indicated 
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CONTRAMAL-CP . .each 
orange capsule contains: 


Acetyl-p-aminopheno! 325 
Salicylamide 225 
Caffeine 30 
Phenylephrine Hydrochloride 10 
Homatropine Methylbromide 2.5 
Tristamine* 20 


mg. 
mg. 
mg. 
mg. 
mg. 
mg. 


Supplied—bottles 100 and 1000 capsules 


SAMPLES AND 
LITERATURE 
GLADLY SENT 
UPON REQUEST 


fo more completely control the 
symptoms of the commoncold 
i a our patients ng from colds, respiratory disorde s and allergic states, you will 
— RAMAL-CP an orally effective DECONGESTANT, ANALGESIC, ANTIPYRE- 
| IC and ANTIHISTAMINIC. The inclusion of Tristamine* and Phenylephrine Hydrochlo- = 
ide with basic CONTRAMAL OrmuUia designed provic ORE romp ~ 
Physicians Products Company 
¢ontains Chlorpheniramine Maleate 
.25 mg., Phenyltoloxamine Citrate 
mg., and Pyrilamine Maleate 


A CORNERSTONE OF 
CARDIAC THERAPY. 


The Dictionary defines a cornerstone as something of 
fundamental importance, just as Pil. Digitalis, (Davies, Rose) 
and Tablets Quinidine Sulfate Natural (Davies, Rose) are of 

fundamental importance in treating your cardiac patients. These 
preparations represent 60 years of experience and dependability 


in the manufacture of pharmaceuticals. 


Pil. Digitalis (Daties, Rose), 0.1 Gram (approx. 11% grains) 
which comprise the entire properties of the leaf, provide a 
dependable and effective means of digitalizing the cardiac 


patient, and of maintaining the necessary saturation. 


‘Tablets Quinidine Sulfate Natural, 0.2 Gram (approx. 3 grains) 


are alkaloidally assayed and standardized, insuring uniformity 


and therapeutic dependability. Each tablet is scored for the 


convenient administration of half dosages. 


Davies, Rose & Company, Limited - Boston 18, Mass. 
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dis 


capsules 


For coms 


or Medical Services Departmen 
Corporation, Bloomfield, N. 


@ ilable jfrom your Schering Representative $$ fend of chierpheniramine @ : 


ALL PHYSICIANS) 
ARE WELCOME: 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


PROVIDENCE, RHODE ISLAND EDINBURG, TEXAS PORTLAND, OREGON 
Wednesday, November 1, 1961 Saturday, December 2, 1961 Wednesday, January 24, 1962 
The Colony Motor Hotel The Echo Motor Hotel The Sheraton-Portland Hotel 


HARRISBURG, PENNSYLVANIA 


Thursday, November 9, 1961 WACO, TEXAS ANCHORAGE, ALASKA 
The Penn Harris Hote! Sunday, December 10, 1961 Saturday, February 24, 1962 
The Holiday Inn The Westward Hotel 


JACKSONVILLE, FLORIDA 
Sunday, November 12, 1961 


The Robert Meyer Hotel Plans for 1962 already include WINCHESTER, VIRGINIA 
the following Symposia, with Wednesday, March 14, 1962 
ALLENTOWN, PENNSYLVANIA more being arranged: The Lee-Jackson Hotel 


Wednesday, November 15, 1961 
The Americus Hotel 


MOBILE, ALABAMA SIOUX CITY, IOWA 
SOMERVILLE, NEW JERSEY Friday, January 5, 1962 Thursday, March 15, 1962 
Thursday, November 16, 1961 The Admiral Semmes Hotel The Sheraton-Martin Hotel 
The Far Hills Inn 
NASHVILLE, TENNESSEE ST. PAUL, MINNESOTA SPOKANE, WASHINGTON 
Wednesday, November 29, 1961 January 8, 1962 Saturday, June 2, 1962 
Meharry Medical College The Hotel Lowry The Davenport Hotel 


C Lederie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y- 


Plan now to attend the A.M.A. Clinical Session in Denver, November 27-30. 
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THESE 63,000 

PEOPLE IN 
VIRGINIA NEED 
MEDICAL HELP 


VoLUME 88, NoveEMBER, 1961 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Virginia there are at least 63,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
the patient or the patient's family. 


ONE FOR THE ROAD BACK: 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chioro-2-methylamino- 


ROCHE 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


2) LABORATORIES Division of Hoffmann-La Roche Inc. 
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works 


speed recovery 


Through the years, Ilosone has built an impressive record as an effective antibiotic 
in common bacterial respiratory infections. Numerous published clinical studies 
attest to excellent therapeutic response with Ilosone. Decisive recovery has become 
a matter of record. 


Efficacy of propionyl erythromycin and its lauryl sulfate salt in 803 patients with common 
bacterial respiratory infections 


patents 
88.3% 


31 7 patients 


Tonsillitis* 


Acute Streptococcus 
Pharyngitis* 


95.3% 


8 patients 


88.6% 
188 patients 


Bronchitis* (Bacterial Complications) 


Pneumonia* 


“References supplied on request. 


The usual dosage for infants and for children under twenty-five pounds is 5 mg. 
per pound every six hours; for children twenty-five to fifty pounds, 125 mg. every 
six hours. 


For adults and for children over fifty pounds, the usual dosage is 250 mg. every 
six hours. 


In more severe or deep-seated infections, these dosages may be doubled. 


Tlosone is available in three convenient forms: Pulvules®—125 and 250 mg.t; Oral 
Suspension—125 mg.f per 5-cc. teaspoonful; and Drops—5 mg.t per drop, with 
dropper calibrated at 25 and 50 mg. 

Product brochure available; write 

Eli Lilly and Company, Indianapolis 6, Indiana 


+Base equivalent 
llosone® (propiony! erythromycin ester laury! sulfate, Lilly) 


QUALITY 
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Guest Editorial.... 


Noblesse Oblige 


ORE AND MORE FREQUENTLY one reads in medical journals, 

lay magazines, and newspapers, articles and items suggesting that 
the medical profession, in general, has lost much of the esteem and 
affection which, not so long ago, was accorded to it by the general 
public. It seems that this is a definite fact and, yet, one with certain 
incongruities. In an individual doctor-patient relationship this loss may 
be neither obvious nor present. Yet, this patient may, at the same time, 


be quite active in downgrading the profession, disregarding his doctor 
as a part of the whole. 


The encouraging feature of this situation is that no one judges this 
as an absolute but rather as a quantitative loss. Therefore, it seems that 
we are dealing with a reversible reaction, which can be changed by each 


of us becoming personally aware of the fact that we are part of the 
whole and by responding accordingly. 


What is to be the nature of this response, and what will it entail? We 
must respond by becoming dedicated community servants in addition 
to being dedicated physicians. This endeavor will entail the sacrifice of 
some extra time. If this proved to be the catalyst that reversed the direc- 
tion of the reaction, it would prove to be well worth the effort. Not 
only would the community benefit from such a move, but I believe that 
each physician would get a great deal of pleasure from more active 
participation in community affairs. 


Certainly the physician of several decades ago did not have the difh- 
culty that one experiences today in keeping abreast of the progress of 
medicine. I would like to think, also, that the physician of today is 


ia. 
ey 


more thoroughly qualified to handle the present medical problems as a 
result of this technical advance. Perhaps the attainment of increasing 


technical proficiency has so encroached on our time that we can only be 
one thing. 


As we have traveled along the decades our profession has not been a 
singular exception as far as progress and advancement are concerned. 
People in other professions and trades, who live in our community, have 
similar difficulty in finding enough hours in a day. It is easy to ration- 
alize by saying that few have the erratic schedule that is characteristic 
of medicine. The public is interested in accomplishments, rather than 
on reasons why things are not done, even if, at times this is unfair. In 
order to regain the previous stature, it is necessary to go the extra mile, 
in short, to earn rather than to expect. 


Community projects are being planned and completed daily by people 
who are very busy, people who have done their job for the day, and who 
still find the necessary time. Certainly monetary support for our respec- 
tive community efforts is necessary and duly appreciated, but it is my 
belief that giving of our time and active participation in these projects, 
as fully as our medical duties will permit, would be appreciated to an 
even greater extent. 


If we are to maintain the idea and ideal that medicine is a noble 
calling, that it is more than just a job and if we are to maintain the 
prior esteem and respect that the medical profession should deserve, then 
we must assume the additional obligation—the Noblesse Oblige. 


In the community as well as in medicine, “The highest of distinctions 
is that of service to others”. 


M. Eactes, M.D. 


McGuire VA Hospital 
Richmond, Virginia 
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Medical Care for the Aged 


The Professional Viewpoint 


Some of the faults in the plan to 
tie medical care for the aged to 


social security are discussed. 


URING and since World War II, 

health research in this and other coun- 
tries has resulted in such developments as 
sulfa drugs, penicillin and other antibiotics, 
D.D.T. and blood plasma, ACTH and cor- 
tisone, isoniazid, hormone therapy, anti- 
hypertensive and anti-clotting agents, 
tranquilizing drugs, antihistamines and new 
anesthetics. Heart surgery has been improved 
by heart-lung machines and replacement 
parts for heart valves and blood vessels. 
Research workers use new tools such as the 
electron microscopes, the ultracentrifuge 
and radioisotopes which can be traced and 
identified in the body. Research has also 
uncovered a number of preventive health 
measures which are being applied in indi- 
vidual and community health programs. 
Fluoridation of public water supply to pre- 
vent tooth decay and the enrichment of 
bread and cereals with essential vitamins 
are two such measures. 

Vaccines against polio and a new strain 
of virus causing Asian influenza have pro- 
tected thousands and brought about a re- 
duction of 84% in cases of polio after being 
in use only two years. Improved sanitation 
of water, milk and food has drastically re- 
duced the incidence of typhoid fever and 
gastro-enteritis. Americans today enjoy a 
feeling of safety because of widespread 
adoption of such measures as scientific treat- 


VoLuME 88, NoveMBER, 1961 


ROBERT V. TERRELL, M.D. 
Richmond, Virginia 


ment of sewage, the chlorination of munic- 
ipal water supplies and the pasteurization 
of milk. Advances in insect and rodent con- 
trol have contributed greatly to diminishing 
incidence of malaria and murine typhus. 
Food, drug and cosmetic laws, improvement 
in working conditions, and control of occu- 
pational hazards have lengthened the lives 
of Americans. 

Spectacular declines have occurred in the 
deaths of babies less than a year of age, and 
of mothers in childbirth. As a result of 
these and other health gains life expectancy 
has increased more than 20 years since the 
advent of the twentieth century. In 1900, 
life expectancy at birth was 47 years; in 
1956, it was 70 years. Our favorable health 
states can be traced in large measure to con- 
tinuing success in the battle against com- 
municable disease. In 1900 the death rate 
from infectious disease was 676 per 100,000 
population, but in 1956 it had dropped to 
44 per 100,000. Some of the principal dis- 
eases of childhood, diphtheria and whooping 
cough, have decreased both in frequency 
and in number of deaths. Others such as 
streptococcal sore throat, scarlet fever and 
measles occur as frequently as ever, but 
cause fewer deaths. Smallpox has practically 
disappeared and malaria is rare. Tuberculosis 
mortality dropped from 32.1 in 1947, to 
7.5 per 100,000 in 1957. Similar gains have 
been made against syphilis, influenza and 
pneumonia. 

Chronic disease is the chief killer and 
crippler in the United States today. In 1957 
the death rate for cardio-vascular disease had 
risen to 524 per 100,000 as compared to 491 
only ten years earlier, and in the same ten 
year period the death rate from cancer had 
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risen to 149.6 per 100,000 as compared with 
132.2 in 1947. Cancer and diseases of the 
heart and blood vessels accounted for 70% 
of all deaths in 1957. Death rates do not 
reveal the full significance of chronic dis- 
eases. These diseases contribute to individ- 
ual suffering and family breakdown, and are 
a great drain on family resources. Rheuma- 
tism and arthritis, for example, are not a 
significant cause of death, but they take a 
high toll of the nation’s working capacity. 

Although chronic disease is found in all 
age groups, it is most prevalent among the 
aged, and the population over 65 years of 
age has quadrupled between 1900 and 1950, 
while the total population doubled. Today 
out of 182.2 million citizens, 16 million are 
aged 65 or older. The great national bless- 
ing of long life and good health are, of 
course, the result of teamwork among the 
medical professions under the system of pri- 
vate enterprise. Each year our older popula- 
tion will increase, until by 1970 we can 
expect twenty million people over 65. A 
man at age 65 has a life expectancy to ap- 
proximately 79 years now. Unfortunately 
long life brings with it special problems that 
were unforeseen and for which solution must 
be found. Medical care for the aged has 
become a burning social and political issue, 
and deserves most careful and deliberate 
study lest great harm be done by unwise or 
hasty legislation. Politicians, naturally sen- 
sitive to the power of voting blocs, and 
suddenly aware of the aged as a powerful 
group, have concluded that something must 
be done for them at once. 

We are told that the need is so urgent 
that a “crash program” is indicated, even if 
the remedy proposed contains glaring de- 
fects. Later, legislation will be devised to 
correct them. In other words, presently 
proposed legislation is but a planned step 
toward the creation of the “Welfare State”. 
Among the aged one must not overlook the 
fact that there are many industrious, provi- 
dent, and resourceful individuals who con- 
tinue to lead happy, productive, healthy and 
independent lives. Both you and I know 
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many such, personally, yet the politicians 
assume that all old people are sick and bank- 
rupt. We know that this simply is not true! 
There are some oldsters who are unable to 
meet the ordinary cost of living, such as 
food, shelter and clothing, much less medi- 
cal care. We are all agreed that something 
must be done for them, but we are not at 
all agreed as to how this must be done. 

Organized labor takes the attitude that the 
American Medical Association has opposed 
too many socialistic schemes in the past, and 
while approving main features of various 
bills, the AMA has repeatedly called atten- 
tion to unsound provisions in them, as we 
are today doing to the proposal that medical 
care for the aged be tied to Social Security. 
It is incongruous that physicians, who will 
no doubt be paid under the proposed plan 
for many services which they now give gra- 
tuitously to the needy, oppose the proposal 
vigorously, while organized labor, which 
pay a great deal of Social Security taxes, 
should favor it. Certain labor unions have 
so grossly mismanaged funds under their 
control that pensions from these funds to 
retired workers have recently been dras- 
tically reduced. Transfer of a substantial 
part of the unions’ obligations to the shoul- 
ders of the taxpayers would appear to be a 
welcome relief to these unions. 

America has grown great through the 
independence and resourcefulness of its citi- 
zens in caring for themselves. For a benev- 
olent government to do for the citizens 
what they can and should do for themselves, 
will unfavorably affect the character of the 
America of tomorrow. We believe that when 
a man is sick, he should provide for his own 
care. If he is unable to do so, the responsi- 
bility next falls on his family and if they 
are unable to care for him, it should then 
fall on the local government, the state gov- 
ernment, and finally the federal government 
—and in that order. We further believe that 
when governmental aid is necessary, it should 
be administered and controlled locally, with 
federal grants if necessary. The determina- 
tion of medical need should, of course, be 
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made by a physician, and the principle of 
freedom of choice should be preserved. 

The Kerr-Mills bill became law in Oc- 
tober 1960, and basically provides a formula 
of local determination of need, and admin- 
istration of aid to needy oldsters, by already 
existing local agencies on a matching fund 
plan of three or four federal dollars for 
every one dollar locally appropriated. Kerr- 
Mills is a good and sensible law, giving aid 
to those who need it, and it should be sup- 
ported, as it can be made to work. But, it 
is being ruthlessly sabotaged from on high, 
and has already been declared a failure and 
inadequate to meet the need, even before 
state legislatures have had an opportunity to 
convene and create legislation to implement 
the program. The major difficulty in the 
Kerr-Mills law is in raising the “local dol- 
lar”. 

President Kennedy, supported by organ- 
ized labor, has demanded of the Congress 
new legislation to provide medical care for 
that segment of the “over age 65 group” 
who have Social Security, estimated to num- 
ber between 11 and 12 million persons. That 
it does nothing for the 4 to 5 million aged 
who do not have Social Security is imme- 
diately apparent. You and I well know that 
it is in this latter group that we find the 
greatest need. In a recent debate, Walter 
Reuther suggested to the AMA represen- 
tative, Dr. Annis, that if he would “go 
along” with aid to those with Social Se- 
curity, whether they needed it or not, Labor 
would then seek other legislation to provide 
for those outside Social Security. This sug- 
gests to me that the real aim is a big step in 
the establishment of a “Welfare State”, rath- 
er than help for those in need. It would seem 
to be elementary common sense to first 
ascertain who and how many need help, and 
then to draw up plans to provide it, rather 
than an “across the board” scheme. The 
proposal will force government controlled 
medical care on millions of older persons 
who do have Social Security and who are 
quite capable of caring for themselves. No 
one really knows what such a scheme would 
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actually cost, but there can be no doubt 
that it would be high initially, and that 
it would grow rapidly in years to come. 
President Kennedy has advocated increasing 
the Social Security Tax rate by 2%, and 
also increasing the base to the first $5000 
of earnings. He has advertised this as a “pay 
as you go” scheme, which would be the 
greatest recommendation for it—but is it? 
The suggested changes will add approxi- 
mately 1% billion dollars annually to the 
Social Security Tax, but costs of the plan 
are estimated to be as much as five billion 
dollars the first year. 

The immoral ease with which the Federal 
Government can appropriate unto itself an 
ever-increasing portion of the citizens’ earn- 
ings for grandiose and ill-considered schemes, 
and the corresponding difficulties with 
which state and local governments raise their 
desperately needed revenues, points up once 
again the great need for a complete over- 
haul of the entire tax structure. Medical 
care for the aged may well mean the demise 
of private health insurance in this field, and 
quite conceivably, it just might destroy So- 
cial Security, which becomes actuarily less 
sound with each political assault on it. Con- 
trary to what many still think, Social 
Security is not an insurance program, but a 
redistributive tax, whereby money is taken 
by compulsion from young workers and 
given to those who have retired. 

Despite broadening of both the tax rate 
and the base on which it has been levied 
since it was put into operation in 1937, the 
Social Security Trust Fund has been operat- 
ing at an increasingly large annual deficit 
as follows: 1957—$126 million; 1958— 
$§28 million; 1959—$1728 million, and 
figures are not yet available for 1960. So- 
cial Security began as a 2% payroll deduc- 
tion on the first $3000 of earnings, or $60 
annually, divided equally between employer 
and employee. Today, the Social Security 
tax is 6% on $4800 of earnings, or $288 
annually, and it will automatically rise to 
9%, or $432 annually, by 1969, subject to 
Congressional change which President Ken- 
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nedy is now urging. In the quarter century 
of its existence Social Security has collected 
approximately $70 billion and paid out $50 
billion in claims, and now has $20 billion 
in Government bonds in reserve. Let us 
remember that Government bonds are not 
dollars, but rather an obligation to raise the 
money by future taxation. If Social Security 
were discontinued at this moment it would 
have obligations of $360 billion to meet. The 
plan will change Social Security so that 
services will be provided, rather than dollars, 
as heretofore. 

That Social Security has become some- 
thing of a political football may be shown 
by the fact that since its inception, its bene- 
ficial provisions have been altered, to pay 
women retiring at age 62 instead of age 65, 
to pay the disabled and to allow generous 
provisions for dependents; all of which are 
costly to Social Security. In all, since 1950, 
Congress has enlarged Social Security in 
more than fifty instances. As I understand 
it, President Kennedy’s proposal for medical 
care will be essentially an outright gift from 
a generous government to those already aged 
65, or over, and under Social Security. Some 
of these will surely live in excess of 100 
years. This again is a welfare scheme and 
definitely not insurance, and will introduce 
socialized medical care to a large group of 
our people despite vehement denials to the 
contrary. It will open the door to every 
man, woman and child in the country to a 
welfare program. Already 31 million can 
turn to the Federal Government for all or 
part of their medical care. 

Unfortunately, we cannot accept the 
proposal on a trial basis, and later return to 
private enterprise if we wish, for once the 
massive federal bureaucratic machinery is 
foisted on a lethargic populace, nothing 
short of revolution could erase it. One gets 
the impression that since the proposed med- 
ical care will come from the government it 
is getting “something for nothing”. The 
fact is overlooked that the Federal Govern- 
ment has nothing to give except what it 
first takes from the localities, and in any 
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return deductions must be made for federal 
overhead. 

Actually, there are few experts who can 
speak with complete knowledge of the prob- 
lems of the aged, but both you and I have 
aged relatives and friends and know some- 
thing firsthand of their difficulties. We 
know some old people who have a peculiar 
quirk in their natures, whereby they will 
plead poverty, conceal their assets, and 
readily accept charity from those who in 
reality are less fortunate than they them- 
selves. Spokesmen for organized labor state 
that the proposed benefits belong to the 
aged “by right”, and that it is degrading to 
be asked to establish need, yet to collect 
Social Security benefits one must certify 
that his earnings are not over $1500 an- 
nually. In our acquaintance are some old- 
sters who are well-to-do, and who also 
happen to have Social Security and will 
therefore be entitled to the proposed “free 
medical care”, whether or not they need it 
or want it. We also know others who do 
not have Social Security and are in real 
need yet will receive nothing from the pro- 
posed legislation. The proposed law ignores 
need, but would give benefits to oldsters 
having Social Security regardless of need. 

Why tie medical care for the aged to 
Social Security? Social Security provides 
an easy way to raise large sums of money. 
The money is taken from the earnings of 
young workers of medium or low income, 
and given to the retired. Do young workers 
not need all of their earnings? We know 
young workers personally too, and we know 
what a struggle it is for them to meet the 
demands of a growing family. In my prac- 
tice I see a cross-section of ages and eco- 
nomic groups, and it is more often necessary 
for me to reduce my standard fees for 
young people, who have so many needs and 
wants, than for the aged. Elementary sense 
of fair play would make us think twice 
before depriving the young worker of a 
single dollar to give aid to the aged whether 
he needs it or not, yet that is exactly what 
the proposed law would do. 
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While retired people naturally have small- 
er incomes than workers, income alone is 
not the most valid criterion by which to 
judge need. With the burden of raising a 
family behind them, the needs of the elderly 
are modest and their wants few, and their 
children change from liabilities to assets. 
An elderly friend of mine recently told me 
that her children wished to give her a 
Christmas present, and they had asked her 
to let them know what she needed or 
wanted. She told me that she knew they 
would give her something, “they always 
had’’, and she wished to make their choice 
easier. “But”, she said, “I racked my brain 
and honestly couldn’t thing of a thing I 
really wanted.” More elderly people own 
their own homes and possess other valuable 
assets than do the workers who must pay 
this tax. Many old folks have several sources 
of income, such as pensions, privately pur- 
chased insurance or annuities, or rents and 
Social Security. 

In fact, private health insurance is well 
on the way to accomplish through private 
enterprise, what the so-called “welfare ex- 
perts” in the field of Social Security have 
repeatedly stated to be impossible; i.e., near 
universal coverage of the whole population. 
Increasingly older workers are being con- 
tinued in group insurance plans; and poli- 
cies continuing benefits to the retired, but 
“paid up at age 65” are more and more 
coming into being. 

Health is by no means the only problem 
of the aged, and cannot be neatly separated 
from their other problems as the proposed 
law would imply; indeed, some of their 
worst problems result from the arbitrary 
attitudes of society. This is exemplified by 
the difficulties encountered by the man over 
45 years of age who seeks new employment. 
Both management and labor endorse com- 
pulsory retirement at age 65, regardless of 
physical or mental fitness to continue work- 
ing; so also does Social Security by refusing 
benefits to those who continue to earn an- 
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nually more than $1500 after age 65. Idle- 
ness, wasted skills, reduction in income, and 
the feeling of rejection by society, all con- 
tribute immeasurably to the problems of 
those facing retirement by compulsion. 


Reduction in the purchasing power of the 
dollar as a result of continuing inflation 
creates serious problems for those living on 
pensions or small savings. Contrary to what 
you may be told, most old people are in 
good health, and the diseases to which they 
are susceptible are no different from the dis- 
eases to which the people in any age group 
fall prey. There are no diseases of the aged, 
but simply diseases among the aged. While 
there is a higher incidence of chronic disease 
conditions among older people they are not 
necessarily disabling. Their main need is 
not for expensive hospital stay or operation, 
but for medical care in their own homes or 
doctor’s offices. Care of the aged at home 
is psychologically, medically and financially 
superior to institutionalization of any kind. 

In summary, we recognize that govern- 
ment must do something to help those aged 
citizens who are unable to provide for them- 
selves or get such help from their families. 
We feel that when governmental aid is nec- 
essary it should be administered and con- 
trolled locally with federal grants as neces- 
sary. But, we remain unalterably opposed 
to the creation of massive federal bureauc- 
racy to help those who do not need help, 
and who are capably taking care of their 
own health needs at the present time. The 
best service the government could render 
to the peace of mind and real social security 
of its citizens is not to pile on new exac- 
tions, but to “get off their backs” to the 
extent of making it a little easier for them 
to save for their ultimate retirement pur- 
poses such as tax exemptions for funds set 
aside for this purpose and invested in Gov- 
ernment bonds or annuities. 
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Nodular Goiter 


Because of the significant inci- 


dence of cancer in thyroid nod- 
ules, whether single or multiple 
and because of the safety of thy- 
roid surgery, the author feels that 
all thyroid nodules deserve opera- 


tion. 


HE SUBJECT of non-toxic nodular 

goiter and its possible relationship to 
carcinoma of the thyroid has been belabored 
in the past two decades possibly as no other 
medical subject. The literature is replete 
with evidence of the marked confusion that 
reigns rampant in the diagnosis of, the rela- 
tionship between, and the treatment of these 
two conditions. There are innumerable facets 
to this intriguing topic, and although much 
disagreement, often heated, has been voiced, 
nevertheless the basic principles from a sur- 
gical viewpoint seem concise and clear. It 
has been repeatedly stated in medical circles 
that cancer of the thyroid is an infrequent 
and relatively innocuous disease and one in 
which evidence of a fatal termination is 
rare indeed. This is quite true if judged by 
hospital autopsy statistics. However, every 
surgeon who has had experience with thy- 
roid cancer will strongly challenge this er- 
roneous concept. A recent careful survey 
of all thyroid cancer deaths in the state of 
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The Surgical Treatment of Non-Toxic 


CHARLES E. DAVIS, Jr., M.D. 
A. McKOY ROSE, Jr., M.D. 
Norfolk, Virginia 


Connecticut over a sixteen year period 
showed that the finding of thyroid cancer 
was more frequent than realized and that, 
furthermore the life expectancy once the 
diagnosis had been established was much 
shorter than many articles purport to show, 
the mean survival time being only three 
and one-half years!** It can now be shown 
that cancer of the thyroid is just as deadly 
as other malignancies, most of which enjoy 
a much more lethal reputation.’*'*'*** The 
striking difference lies in the fact that al- 
though cancer of the thyroid kills inex- 
orably, it does so slowly and in a more 
chronic fashion. Warren Cole,’ for in- 
stance, showed that in a four year period 
11 out of 16 cases of new thyroid cancer 
died, but none of the patients succumbed 
in the hospital, and hence none entered into 
hospital mortality statistics, all dying at 
home. This, and other studies,”'* show the 
fallacy of trying to reason from hospital 
autopsy figures as to the seriousness of this 
disease. The very chronicity of the often 
prolonged cancer renders it much less dra- 
matic as a cause of death than cancer of 
the breast, stomach, or the lung. 

There has been little argument for a dec- 
ade or more that solitary nodules entail a 
potentially malignant hazard until proven 
otherwise, although some still advise pro- 
crastination in surgical treatment. Many 
have demonstrated a remarkably high inci- 
dence of cancer in these nodules.':?4°*°''?0~ 
2.8233 Cole® reported the amazing figure of 
24% in Chicago, a city in the endemic goi- 
ter belt where all agree that cancer of the 
thyroid is much more frequent. Its geo- 
graphical variation has been discussed by 
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others.'""***46° A less appreciated facet of 


the problem has been that cancer of the 
thyroid likewise occurs in multi-nodular 
goiters with alarming In- 
deed, it has now become obvious that all 
definite nodules in the thyroid gland are 
potentially cancers until proven otherwise. 
Many of those not cancer at the time of 
operation are capable of malignant trans- 
formation which render it virtually impos- 
sible to eliminate any nodule in this area 
from the potentiality of malignant disease. 
Some disagree with this philosophy, believ- 
ing that cancer originates as such” but as 
stated by Young” this etiological aspect is 
purely academic. 

Therefore, in view of the marked con- 
fusion attending this issue as well as many 
misconceptions derived from statistical fig- 
ures it seemed wise to survey clinical ex- 
perience in this area from a surgical view- 
point. Not only do many essayist attempt 
to prove that cancer of the thyroid is a 
relatively infrequent neoplasm, and certain- 
ly not a particular disastrous one, but there 
are those who support and defend the con- 


cept that they are able to differentiate by 
various methods between masses in the thy- 
roid which are malignant or capable of 
malignant degeneration, and those that are 


3,14,27,28,2¢ 


* The most conservative phy- 
sician does not question the fact that not 
over six per cent of breast masses removed 
are malignant.’ The fallacy of such deduc- 
tions can be well proven; it is our purpose 
to show that cancer of the thyroid is a fre- 
quent condition, that it is clinically impos- 
sible to delineate between malignant and 
benign nodules, and that the only safe policy 
is to adopt the same philosophy that governs 
the treatment of tumors encountered in any 
other area of the body. It is true that the 
thyroid gland in any given individual is in 
a constant state of flux physiologically and 
that subject to a host of factors, the thyroid 
may hypertrophy, may hyperplase, and may 
like the circles in a divided oak tree, reflect 
various stresses in the life of the individual.*! 
This rhythmic and constantly changing pat- 


benign. 
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tern renders interpretation of nodules quite 
difficult. It has been shown, however, that 
non-toxic goiters of unknown character are 
always potentially malignant, and that one 
cannot use one criterion for masses in the 
thyroid and another for masses in the breast. 
On the other hand, there are few statistics 
which show less than a 10% incidence in 
thyroid nodules and many, many which 
show it to be much higher. 

A review of 229 cases of non-toxic nodu- 
lar thyroid disease operated upon by us 
supports the basic concepts frequently ad- 
vocated in the surgical literature, and fur- 
thermore, reveals the fallacy of either ignor- 
ing thyroid masses; or of attempting to use 
some divining rod to determine which 
should be removed and which should be left 
unmolested. A precise clinical differentia- 
tion between non-toxic nodular goiter of 
various kinds cannot be made. The obsolete 
concept that multinodular goiter insured 
against cancer has been abandoned by vir- 
tually all surgeons, some of whom have had 
a similar experience to that of Martin of 
Memorial Hospital in New York City who, 
in 1954, reported a higher incidence of can- 
cer occurring in the multinodular goiter 
(15°%) than in the uninodular one (8%) 
Furthermore, it is impossible to differentiate 
clinically between single and multiple nodu- 
lar goiters in many instances.*''"*** All thy- 
roid surgeons have had the experience of 
operating for a solitary nodule only to find 
that he is dealing with a multinodular, and 
often a bilateral multinodular non-toxic 
nodular goiter. We have had the experience 
on a number of occasions of finding that 
the “solitary” nodule diagnosed preopera- 
tively was benign but have then found can- 
cer elsewhere in that lobe or in the opposite 
lobe in nodules not appreciated by clinical 
perception. To wait until undisputable 
evidence of cancer exists is to wait for inop- 
erability and incurability as pointed out by 
Payne and Strauss before this Society nine 
years ago!” Because of the relatively slow 
growth and prolonged course with slow 
metastasis in the majority of thyroid cancers 
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it is even more important to attack the 
problem early and with vigor.” This is 
often a curable lesion. In the early case lim- 
ited to the thyroid capsule a much less 
radical operation suffices than in those with 
cervical lymph nodes metastasis. The latter 
requires a relatively mutilating procedure 
but one which is still often curative. 

The criteria which are employed to de- 
termine whether or not surgical treatment 
is indicated may be divided into the history 
and physical aspects, various laboratory 
determinations, and “therapeutic” trials 
utilizing desiccated thyroid extract or other 
related material. We believe that at the 
present time one can mot accurately deter- 
mine by amy means the presence or absence 
of cancer, and that hence all nodules require 
exploration. On the contrary, we feel that 
“smooth” goiter, such as the endemic type 
of colloid goiter, or the diffuse lymphoid 
type of thyroiditis does not usually merit 
surgery, but these are entirely different 
categories. One must further remember that 
in multinodular goiter there are other cogent 
reasons demanding surgery exclusive of 
malignancy, such as pressure symptoms, cos- 
metic aspects, and the feeling due to this 
cancer-conscious era that a mass is poten- 
tially malignant until proven otherwise. 
Many patients request operation and they 
often exhibit more erudition than physicians 
who advise them otherwise. Fully 50% and 
over of the 30 cases of cancer of the thyroid 
which we have seen in non-toxic nodular 
goiter had been told by one and often by 
several physicians to ignore their tumor. 
Since many have attempted to use these 
dubious criteria to select those cases in 
which surgery was apparently indicated, we 
would like to explore these showing the 
fallacy of all. 


History and Physical Aspects 

It has been definitely shown that there 
are essentially no differences in the majority 
of symptoms between nodular goiter with 
and without carcinoma. Majarakis et al. 
found a slightly smaller percentage of pa- 
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tients with non-toxic nodular goiter to have 
symptoms than with carcinoma.” However, 
the only symptom that showed consistently 
a higher incidence in the carcinoma cases 
studied was that of hoarseness, and this dif- 
ferential was not too great. Pressure symp- 
toms, cough, choking, difficulty on swallow- 
ing and pain were essentially the same be- 
tween the two groups. It is interesting that 
many non-surgeons have attempted to uti- 
lize the criterion of recent increase in size as 
of tremendous importance in the deter- 
mination of the necessity for surgical inter- 
vention. In Cole’s statistics 56% of the 
non-toxic nodular goiter showed recent in- 
crease in size whereas only 42% of the 50 
cases of carcinoma showed a similar feature! 
This negates any possible conclusions that 
sudden change in size is of great importance 
in the diagnosis. The consistency of the 
goiter has likewise been utilized as a cri- 
terion and if soft it has been felt that the 
likelihood of cancer is decreased. Again to 
quote the figures of Majarakis, Slaughter 
and Cole there is an identical incidence in 
soft consistency of 46% in both the benign 
and the carcinomatous groups. Cord paraly- 
sis, therefore, remains the only clinical find- 
ing of significance and even it does not as- 
sure the observer that cancer is the diagnosis. 
We are in agreement with these observa- 
tions. 

The age of the patient with nodular goiter 
is of some significance since it does not fol- 
low the usual cancer curve, there being a 
higher incidence in middle age. Seventy- 
three percent of our cases of cancer were 
under 60 years of age. There is little dis- 
agreement that in young individuals with a 
nodular goiter there is a greater chance of 
carcinoma being present. Likewise, nodular 
goiter is predominately found in the fe- 
male but it is consistently shown that the 
male patient with a mass has a greater pre- 
dilection for cancer than his counterpart 
and tolerates it more poorly. Preoperative 
diagnosis is usually made in less than fifty 
percent of thyroid cancers, although the in- 
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credibly high figure of ninety percent has 
been reported by Crile.” 


Laboratory Studies 


Basal metabolic determinations and pro- 
tein bound iodine studies although of value 
in excluding bizarre toxic manifestations 
are of absolutely no help in establishing a 
preoperative diagnosis of benign or malig- 
nant thyroid disease. It is a well established 
fact that toxicity, whether it be in a diffuse 
or a nodular goiter seems to protect against 
the development of cancer. However, Haz- 
ard” has recently shown that sclerosing car- 
cinoma, a relatively small and non-invasive 
type of malignancy has a predilection for 
diffuse toxic goiter but it is the exception. 
Radio-active iodine uptake and scintograph- 
ic studies help in the delineation of toxicity 
and its degree but otherwise have no place 
in criterion for malignancy. When this 
highly interesting and useful type of study 
for functional thyroid evaluation first came 
into vogue many immediately began to at- 
tempt to attach differential significance to 
its determination of so-called “hot” and 
“cold” nodules. For instance, many adopted 
the philosophy that all so-called “hot” or 
“warm” nodules were unquestionably be- 
nign and could be treated ad infinitum with 
drugs of various types; on the other hand 
they would begrudgingly agree that the 
“cold” nodules were apt to be bad actors 
and possibly should be placed into the hands 
of the surgeons. Except as a physiological 
experimental study this has no place in the 
determination of clinical cancer at the pres- 
ent time. 


“Therapeutic Trial” 


The administration of desiccated thyroid 
extract and of other similar material to 
shrink nodular goiter has been utilized as 
a therapeutic “test” method of determining 
surgical versus medical goiter.****’ The 
hazard of this cannot be over-emphasized. 
Unquestionably, it is possible to decrease the 
size of many nodular goiters or even to 
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make them disappear clinically by this 
method, although many recur. Astwood et 
al.* has just reiterated again the value of this 
in “protecting” the patient from the sur- 
geon althought most patients were studied 
for a very short period of time (months), 
and no one was followed more than three 
years. He presented 230 cases of “simple” 
goiter including diffuse, multiple nodular 
and uninodular classifications, all of whom 
were treated medically. Approximately 
two-thirds showed at least regression ini- 
tially. In a series of almost identical number 
(229) we had 30 carcinomata! Further- 
more, Astwood et al. had only 22 patients 
who having responded could be studied after 
treatment was discontinued, and this for a 
very short period. Even so 13 of this short 
term study group showed recurrence! The 
theory involved, of course, is that the sup- 
pression of the thyroid stimulating hormone 
(TSH) by thyroid extract produces regres- 
sion of the thyroid mass. The alarming 
aspect of this is that Thomas” and others 
have shown that it is possible to cause disap- 
pearance of thyroid carcinoma both in the 
thyroid gland and in distant metastasis by 
the administration of the same material, 
although long term conclusions are not yet 
available. This would seem to entail a very 
serious problem since one might well be 
treating carcinoma without being aware of 
it. For this reason this should be mentioned 
only to be condemned as a serious method of 
differentiation between nodules amenable to 
medical treatment and surgery. 


The Surgical Approach 


It is our feeling that all nodular goiters 
should have surgery in the absence of com- 
manding contraindication. Patients should 
have routine large chest x-rays including 
the lower neck and laryngoscopic visualiza- 
tion prior to surgery. The x-rays give much 
valuable information—the degree of tra- 
cheal compression or deviation, the presence 
or absence of calcification within the thy- 
roid mass, and the presence, absence or de- 
gree of substernal extension or of medias- 
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tinal goiter. Although it is desirable to 
secure laryngoscopic evaluation on all pa- 
tients prior to surgery those having large 
goiters, voice change, recurrent goiter, and 
those with marked tracheal deviation re- 
quire it urgently. We have operated upon 
two patients in whom a separate detached 
mediastinal goiter was detected only by pre- 
operative x-ray. 

At the time of surgery in the solitary 
nodule we prefer total lobectomy on the 
involved side. The advantages of this have 
been stressed by many. Where the isthmus 
contains one solitary mass it is resected fre- 
quently along with the anterior portions of 
the lateral lobes. In the multinodular bi- 
lateral goiter subtotal resection at least is 
employed on both sides, frequently one side 
being resected in toto and a small residue 
of thyroid left in the esophago-tracheal 
groove on the contralateral side. In instances 
where there have been palpable cervical 
lymph nodes prior to surgery these are biop- 
sied at the same time. 


Statistics 


A total of 322 thyroid procedures done 
consecutively on private patients were re- 
viewed. (Table I) Out of this group 54 


Taste I 
CLASSIFICATION OF CASES 
Toxic (Diffuse and Nodular)...... 54 
Non-Toxic: 
Chronic Thyroiditis: 
(Lymphoid, Riedel’s, Granulomatous). . . 39 


Nodular: 
(Solitary and Multiple).................. 229 


were toxic and this included both the diffuse 
and the nodular type. Thirty-nine patients 
had thyroiditis of one type or another. The 
remaining 229 cases represented non-toxic 
nodular goiter, 59.9% being diagnosed pre- 
operatively as solitary nodules and 40.1% 
as being multinodular. (Table II) In the 
entire non-toxic nodular goiter group 30 
cases (13.1%) had malignant disease at the 
time of surgery. Twenty cases or 14.5% of 
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the solitary nodules were found to be malig- 
nant and 10.8% of the multinodular goiters 


TaBLe II 
Non-Toxic Noputar 


Number _ Percent 


229 100 0 


hed carcinoma at the time of surgery. 
(Table III) These figures demonstrate 
Taste ITI 
NUMBER OP CARCINOMATA IN SERIES 


No. Cases No. Carcinomas 


Toxic (Diffuse and Nodular) 54 1 ( 1.85%) 
Non-Toxic: 
Chronic Thyroiditis: 
(Lymphoid)...... 39 1 ( 2.56%) 
Nodular Goitre: 
Solitary Nodule.... 137 20 (14.59%) 


Multiple Nodules... 92 10 (10.86%) 


13.1% of all Non-Toxie Nodular Goitres had Carcinoma 


again as has been shown by countless observ- 
ers the highly significant aspects of nodular 
goiter and the potential dangers of a con- 
servative philosophy regarding it. Out of 
the total of 30 cases of carcinoma detected 
in this group of cases, two have died, two 
are dying, and one has recent recurrence of 
her disease. The others remain free of can- 
cer as detected by clinical means at the 
moment. Only three males had cancer in 
this group but it is of significance that this 
represented 15.3% of the entire number of 
males operated upon. 

The age of those with cancer varied from 
20 to 75 years, 73% being under 60 years. 
Nine cases had proven lymph node metas- 
tasis and subsequently underwent a radical 
neck dissection. A probable diagnosis of 
cancer was made preoperatively in only 
seven (23.3%). 

In the non-nodular goiter group one can- 
cer was found each in a diffuse toxic and in 
a lymphoid goiter. These are not included 
in these statistics. 

What have been the dangers and hazards 
of surgery? The average hospital stay has 
been 6.4 days. This is misleading because 
many were hospitalized longer for other 
unrelated diseases. There have been two 
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patients who developed sufficient bleeding 
with hematoma formation to require re- 
opening of the neck as an emergency pro- 
cedure. Tracheostomy was necessary in one 
of these. There have been four cord palsies 
but two of these were noted on preoperative 
laryngoscopic visualized examination mak- 
ing the operative incidence two. In both of 
these the operation was a secondary one. 
Three patients exhibited temporary tetany 
but there were no examples of permanent 
hypoparathyroidism. One patient showed 
complete hysterical aphonia for a period of 
six months, this ultimately clearing com- 
pletely, although the patient has required 
subsequent psychiatric treatment. Approx- 
imately 12 patients showed delayed suture 
extrusion, these being treated as office pa- 
tients. The number of surgical complica- 
tions should therefore not militate against 
a philosophy of uniform excision for all 
thyroid nodules. This seems preferable to 
the risk of overlooking a malignancy as fre- 
quent and as serious as that of the thyroid 
gland. 


Summary 


A brief review of the fallacies involved 
in attempting to differentiate between be- 
nign and malignant masses in the thyroid 
has been presented, as well as a brief review 
of the pertinent facts on which the basis for 
surgical excision of thyroid masses is found. 
A survey of 229 non-toxic nodular goiter 
patients, including 30 carcinomata, coming 
to surgery has been briefly reviewed. This 
has agreed essentially with the findings of 
others as to the high incidence of thyroid 
cancer in nodular goiter whether uni- or 
multi-nodular, as well as the inability of the 
clinician to make preoperative determina- 
tion of either actual or potential malig- 
nancy. An acceptable morbidity and no 
mortality has been shown in these cases. 


Conclusion 


All definite nodular goiters require sur- 
gical exploration providing there are no 
major contraindications. The chance of 


VoLUME 88, NovEMBER, 1961 


carcinoma is high, there is no acceptable 
method of differentiating those that are 
benign or malignant, and the surgical results 
are satisfactory and have a low morbidity. 
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Bald spots occurring in 13 women were 
“circumstantially related” to a method of 
setting the hair with brush rollers. Dr. Mor- 
ris J. Lipnik, Detroit, writing in a scientific 
publication of the American Medical Asso- 
ciation, said the 13 women came to him with 
“peculiar patches of baldness”. 

All of the women had used large hair 
rollers with brushes on the inside, he wrote 
in the September Archives of Dermatology. 
The bristles protrude through such rollers 
which are anchored to the scalp by means 
of large plastic pins. 

Some of the patients had used the brush 
rollers for several months while others had 
used them for as long as two years. Some 
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of the patients told him that they wore the 
rollers to bed at night and that they some- 
times in‘ured their scalps when inserting the 
pins. 

There were patches of very short hairs 
surrounding the area of baldness, and it is 
believed this indicated the pressure applied 
by the rollers caused the hair to break off. 

When use of the rollers was discontinued, 
complete hair regrowth occurred in three to 
four months in most cases. However, in 
two cases scarring of the scalp prevented 
regrowth. 

Dr. Lipnik routinely advises women pa- 
tients with hair problems to abandon use of 
brush type rollers. 
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Congenital Absence of the Vagina 
and Its Correction 


When nature fails to provide a 
vagina, men will attempt to create 
one. An account of some of the 
earlier methods is given as well 


as a successful one now in use. 


OME WOMEN are born with vaginas; 

some without. Adam discovered the for- 
mer; Columbus discovered the latter. Not 
the Columbus you’re thinking of, though. 
It was one Realdus Columbus; he reported 
his discovery in the century after Chris- 
topher made his. 

Adam did something about his discovery. 
It is not recorded that Realdus did anything 
about his. But another famous man, Du- 
puytren, did. 

Thus, in 1817, Dupuytren made one of 
the earliest attempts to construct a vagina. 
Here was a man who was, even then, inter- 
ested in space, inner space. He successfully 
created one between the bladder and rec- 
tum. Then he tried to keep it open. No 
success. Unlike man, nature abhors a vacu- 
um. “Natura abhorret vacuum.” 

Many methods have been tried, all of 
which, by the very nature of the problem, 
involved the creation of a cavity. The chief 
points of difference in these methods lie in 
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the manner of lining and/or maintaining 
the cavity, or attempting to do so. 

What is perhaps the oldest of methods 
creates the cavity and lining simultaneously, 
laboriously, and slowly. It may have been 
done, after a fashion, by unproclaimed con- 
sorts before and since the recording of med- 
ical history. It is in essence a non-surgical 
procedure, consisting of repeated local pres- 
sure until the vestibule recedes to the desired 
depth. This method using test tubes and no 
incision was advocated by Frank. It requires 
patient patient cooperation. 

The first surgeon to operate by incision 
of the urorectal septum appears to have 
been one de Haen, who in 1761 operated on 
a 24 year old woman with urgent symptoms 
of menstrual retention. He reached the 
bladder instead of the uterus and the patient 
died three days later. In the days to follow, 
this unhappy outcome (death) was a fre- 
quent result of the infrequent operations 
for genital atresia, sepsis being the usual 
cause. 

The incisional methods fall into several 
groups. One is simple dissection of the uro- 
rectal septum. In this the cavity is main- 
tained without a lining until epithelization 
occurs upward from the vestibule or from 
cell nests in the urorectal septum. Dupuy- 
tren and others used tampons for this and 
it failed. Since their time the adoption of 
rigid molds of various materials to hold the 
space open has resulted in some successful 
operations of this type, but the process is 
slow and contractions may occur. 

Other methods involve the use of tissue 
implantations or transplantations so that 
there will be a lined cavity from the start. 

The use of the rectum is as old as sodomy, 
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but in 1904 Sneguireff reported a method 
of reconstructing the rectum to form a 
vagina. He incised the perineum into the 
anus, transected the rectum, and made a 
sacral anus. This seems to have been a bona 
fide Russian first. In 1911 Schubert also 
rectified the anomaly by transplanting the 
lower part of the rectum anteriorly to form 
a vagina and bringing the upper part of the 
rectum through an intact anal sphincter. 
Popoff preserved the anus and anastomosed 
the upper segment of the rectum with it. 
Sigmoid colon transplantation has also been 
tried. However, Baldwin, an American, de- 
vised a method of transplanting a segment 
of ileum, and this became the most popular 
method using bowel transplantation. 

For various reasons the methods of bowel 
transplantation have been generally aban- 
doned, but as late as 1954 the use of the 
ileum for this purpose, in a patient under- 
going pelvic exenteration, was reported. 
There seemed to be a successful take of the 
new vagina, but the patient died before 
realizing any advantage. 

In one case of apparent vaginal atresia the 
bladder was irreparably damaged surgically 
and later successfully converted into a 
Vagina. 

Other surgical procedures have included 
the transplantation of vaginal mucosa from 
a patient operated upon for uterine pro- 
lapse, bowel mucosa from another patient, 
and from a rabbit; and the use of peri- 
toneum, hernial sacs, amniotic membranes, 
and skin from a living hen. Some of the 
methods are said to have met with “modest 
success”. We ourselves, having once had in 
the hospital simultaneously a patient with 
no vagina and one with two, had wished 
that we could have transplanted the spare. 
Some day, perhaps. 

Methods of lining the cavity with skin 
grafts are numerous. They include free 
transplants of full thickness or of split 
thickness skin, pedicle grafts, and tubular 
grafts. The donor sites are generally the 
vulva or thigh. Heppner introduced this 
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type of operation in 1872 using skin flaps 
from the thigh. 

The use of a split thickness graft, held in 
the cavity on a mold until a take occurs, 
is the method we employ. A Foley catheter 
is inserted into the bladder. Then a trans- 
verse incision is made across the vestibule 
at the site the introitus should be. A blunt 
dissection is then carried out in the loose 
connective tissue between the rectum and 
bladder, separating these organs and extend- 
ing to the peritoneum. On completion this 
space should be large enough to admit three 
fingers in allowance for some subsequent 
contraction. 

A split thickness skin graft is then taken 
from the medial aspect of the thigh and 
applied, raw surface outward, to a glass test 
tube four centimeters in diameter. The tube 
is then inserted into the cavity and strapped 
in place. After approximately two weeks 
the tube is removed, the graft having taken. 
The patient then uses the tube for repeated 
dilatations during convalescence. 

The operation is indicated in women with 
vaginal atresia who are married or about to 
be married. It is also indicated for psycho- 
logical reasons in some women regardless of 
the proximity of marriage or intercourse, 
and also when there is menstrual retention 
in the rare cases associated with a function- 
ing uterus. Furthermore, it has been wisely 
used in the management of some cases of 
male pseudohermaphroditism when the indi- 
vidual has been reared as a female and has 
assumed a female gender role. 

In agenesis of the vagina the uterus is 
usually absent or rudimentary. The condi- 
tion is frequently associated with anomalies 
elsewhere in the body especially in the uri- 
nary tract. 

There is uncertainty regarding the em- 
bryology involved with reference to the 
amount of vagina formed by the fused 
Muellerian (paramesonephric) ducts (meso- 
derm) and the amount formed by an up- 
growth of epithelium from the urogenital 
sinus (entoderm). Though it has been gen- 
erally thought that the urogenital sinus up- 
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growth accounts for only the lower one- or 
two-thirds of the vagina there is some evi- 
dence that it forms all of the vaginal and 
even the cervical epithelium. So it is not 
clear whether the vaginal anomaly repre- 
sents a primary defect in urogenital sinus 
development or Muellerian development, or 


both. 


Be that as it may, it is a condition that 
can be improved upon. At least one ancient, 
lacking the means of surgery for the correc- 
tion of an inadequate vagina, bored a hole 
through a flat piece of cork, inserted the 
penis through it, and in effect cut this organ 
down to size. 


There are many ways of “skinning a cat”. 
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The estimated number of new licenses to 
practice medicine issued in the United States 
in 1960 showed a slight increase for the 
ninth consecutive year, the American Med- 
ical Association has reported. 

There were approximately 16,211 physi- 
cians who were registered during the year, 
compared with 16,068 in 1959, according to 
an annual report of the A.M.A. Council on 
Medical Education and Hospitals. 

Among these were 8,030 physicians who 
received their first licenses, a decline of 239 
from the 8,269 issued in 1959. Since about 
3,700 physicians died during 1960, there was 
a net gain of 4,330 in the physician popula- 
tion last year. This was a smaller net gain 
than the 4,769 physician increase in 1959. 

New York issued the largest number of 
first licenses with 1,039 followed by Cali- 
fornia with 652 and Pennsylvania with 534. 

The University of Michigan had the 
greatest number of graduates to be examined 
for licensure with 183. 

The total number of licenses to practice 
medicine and surgery issued in 1960 was 
16,102. The figure includes 7,571 licenses 
granted after a successful written examina- 
tion and 8,531 granted by reciprocity and 
endorsement of state licenses or the certifi- 
cate of the National Board of Medical Ex- 


aminers. 


Licenses to Practice Medicine Increased 


ing a Vagina: Report of Four Cases. Ann. 
Surg. 107, 842, 1938. 

31. Whitacre, F. E., and Chen, C. Y.: Surgical 
Treatment of Absence of Vagina: Two Cases. 
Am. J. Obst. & Gynec. 49: 789, June 1945. 


1200 East Broad Street 
Richmond, Virginia 


Of the 16,102 licenses, California issued 
the largest number with 2,427. New York 
issued 1,572 while more than 500 each were 
registered in Florida, Illinois, Michigan, New 
Jersey, Ohio, Pennsylvania, Texas, and Vir- 
ginia. 

There were 8,873 applicants examined for 
licensure by state medical licensing boards 
in 1960. A total of 1,193, or 13.4 per cent, 
failed. This compared with 8,996 applicants 
and 12.9 per cent rate of failure in the 
previous year. 

Only 3.3 per cent of the 5,502 graduates 
of approved medical schools failed to pass 
their examinations in 1960. A total of 16 
approved medical schools in the United 
States and 3 in Canada had no failures 
among their graduates. 

The report also included results of six ex- 
aminations given in 1958, 1959, and 1960 
by the Educational Council for Foreign 
Medical Graduates to foreign students to 
certify that their medical knowledge is com- 
parable to that expected of graduates of 
approved medical schools in the United 
States. 

As of December 31, 1960, the Council has 
examined 17,828 foreign medical graduates 
and qualified 12,588. Approximately 30 per 
cent failed the test. 
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Resistance to Immunization in Southwestern 


Virginia 


A study of 119 families, selected 
at random in three counties in 
southwestern Virginia concludes 
that parents who resist immuniza- 
tion are of lower socioeconomic 
status, have more children, and 
are limited in education, access to 
communication media, and per- 


sonal transportation. 


HE HIGH LEVEL of resistance to im- 
munization of the population of Wise 
County was observed by R. W. Jessee in 
1952, who found that 67.4 percent of the 
one-year-old infants had never received any 
immunizations. In 1959, he found 56.7 per- 
cent of one-year-old infants had never re- 
ceived immunizations (unpublished data). 
A study to determine why these families 
and the population of the neighboring 
counties of Russell and Dickenson resisted 
immunization was undertaken by the Wise 
County Health Department with the co- 
operation of the staff of the Wise Miners 
Memorial Hospital. 
It was reasoned that if we can understand 
why our present methods in public health 
education motivate some parents and not 


Bacon, H. Stuart, Ph.D., is a clinical psycholo- 
gist with Psychiatric Services, Knoxville, Tenn. 

Jesser, R. W., M.D., director, Division of Local 
Health Services, Richmond. 

This study was sponsored by the Council of the 
Southern Mountains, Inc., Berea College, Berea, Ky. 
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others, perhaps we can then devise more 
effective techniques. 


Bases for Hypotheses Tested 


Suggestions in the literature and a pilot 
study were the bases for the hypotheses se- 
lected for testing in the study. Review of 
the literature revealed many studies of the 
effect of attitudes and relationships to par- 
ticipation in health programs. Certain au- 
thors attempted to relate the actions of the 
study group to their educational level, 
socioeconomic status, occupation, methods 
of communication, age and other factors. 

It seemed, therefore, that if we could 
investigate these factors locally and deter- 
mine the extent of their applicability, we 
would have some solid basis for further 
hypothesis and action. 

As a preliminary step a pilot study was 
undertaken. Sewell’s socioeconomic status 
(SES) scale’ was used by public health 
nurses to evaluate 11 families, and some in- 
formation was obtained from parents visit- 
ing the Wise Hospital. The results of the 
pilot study suggested that older parents of 
large families with lower SES and less edu- 
cation comprise the majority of those who 
do not cooperate in immunization programs 
for their children. 


The hypotheses selected for testing, on 
the basis of the literature and the results 
of the pilot study, were: uncooperative par- 
ents are (a) of lower socioeconomic status; 
(b) have less education; (c) are older; (d) 
have more children; (e) have less access to 
communication media; (f) are less likely to 
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own an automobile or a truck; and (g) are 
less likely to attend church regularly. 

Data was also collected on where or to 
whom the parents turn for advice, favorite 
radio and television programs or stations, 
and religious affiliation. 


Methodology 


Subjects selected for study were 119 fam- 
ilies, 54 families from Wise County, 23 
from Dickenson, 24 from Russell, and 18 
selected at random from patients visiting 
Wise Hospital. The number of families 
from each county was in proportion to their 
respective total populations in the urban- 
rural, white-Negro classifications given in 
the most recent census data.” All were asked 
the questions listed in Belcher’s* short form 
of the Sewell SES Scale, plus other relevant 
questions. The Public Health Nurses visited 
the homes to get the information; the Wise 
Hospital staff interviewed subjects in the 
hospital. 

Non-parametric statistics‘ were used to 
evaluate the differences found, with accept- 
ance of the 0.05 point for differences in the 
hypothesized direction and the 0.05 level for 
acceptance of differences in secondary data. 
Non-parametric statistics have two advan- 
tages in a study such as this one. There is 
no need to assume normal population dis- 
tribution and the loss in efficiency common 
to non-parametric statistics helps insure 
that if any significant differences are found, 
they are more likely to be real differences. 

The first hypothesis is supported by the 
data at a highly significant point (P less 
than .001). Uncooperative families are 
clearly of lower SES than are cooperative 
families. In the urban group, while all mean 
differences are in the predicted direction, 
none are significant. Differences in SES 
between cooperative and uncooperative 
families in three of the rural groups are 
significant, while the fourth approaches sig- 
nificance. Sampling variation is the probable 
explanation. 

The results in terms of education are not 
as clear-cut as above. In all four groups, 
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cooperative husbands and wives are con- 
sistently better educated than uncooperative 
husbands and wives. In two groups the 
cooperative husbands are significantly better 
educated than the uncooperative husbands, 
and nearly so in another group. In one 
group the cooperative wives are significantly 
better educated than the uncooperative 
wives, and nearly so in another group. There 
are no significant educational differences 
between cooperative and uncooperative hus- 
bands and wives in the urban subgroups, 
but again all the mean differences are in the 
predicted direction. Cooperative rural hus- 
bands from two groups are significantly bet- 
ter educated than the uncooperative rural 
husbands, and the difference in education 
approaches significance in a third group. 
Rural cooperative wives are significantly 
better educated than rural uncooperative 
wives in one instance. The trend is quite 
clear, but probably due to the size of the 
samples, the differences in education are not 
consistently significant, though the proba- 
bility of such consistence in all four groups 
approaches significance (P—.06). 

None of the differences in age between 
cooperative and uncooperative parents are 
significant, and the trend of the difference 
is neither as predicted nor consistent. This 
apparently random variation in age may 
well be a result of sample variability, but 
in any event, the age differential does not 
appear to be a real one, but should perhaps 
receive some further attention. 

Uncooperative families on the average 
have more children than do cooperative 
families; the differences are significant in 
only one group (P=.03), but in two groups 
the differences approach signifiance (P= 
.07). The differences are more marked in 
the rural group than in the urban group. 
The overall probability of four groups with 
mean differences all in the same direction, 
with their respective probabilities, is statis- 
tically significant (P less than .001), but 
there is a question about how real the dif- 
ference might be. Since the focus of our 
problem is the child, this particular varia- 
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ble certainly merits further investigation. 


Cooperative parents tend to report more 
frequent church attendance than do unco- 
operative parents, but the differences are 
significant only when the wives are com- 
pared. 

Communication facilities (radio, TV, 
telephone, newspaper) are significantly less 
frequent in uncooperative homes than in 
cooperative homes. Radio is by far the most 
frequent medium for both groups. Choice 
of programs is quite varied, with no specific 
trends noted. 

Automotive transportation is also signif- 
icantly less frequent in uncooperative than 
in cooperative homes. The frequency in 
both groups is rather low, and again the 


question of sample variability might be 
raised. 


The data to which people turn for ad- 
vice is rather incomplete, but it is suff- 
cient to allow drawing of tentative conclu- 
sions and to make definite suggestions for 
further study. A wide variety of categories 
of people were listed, ranging from minis- 


ters to, in at least one instance, a retired 
game warden. The principal categories are 
ministers, public officials, physicians, fam- 
ily, friends, and neighbors. Of these, the 
data consistently indicated uncooperative 
parents most frequently do not seek advice, 
but when they do, are most likely to turn 
first to friends and neighbors, second to rel- 
atives, third to public officials, fourth to 
physicians, and least often to ministers. 
Since the data are so incomplete, further 
statistical analysis would be more likely to 
be misleading rather than helpful, but it is 
interesting to note that within these limits, 
uncooperative parents seek advice signifi- 
cantly less than do cooperative parents in 
three categories: ministers, physicians, and 
family. The data suggest that the uncoop- 
erative group may be reached through 
friends and neighbors, but again, we do not 
know enough about the sociometric matrix 
of the various communities in this area. 
Further study, with emphasis on details 
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about the significant people, is certainly 
indicated. 


Discussion 


The practical implications of the results 
of this study are several. First and foremost, 
in southwestern Virginia and similar socio- 
economic areas we are aiming our health 
education efforts at people with little edu- 
cation who probably have little interest in 
or facility for reading. They are not too 
likely to be reached through church mem- 
bership, but might be more reasonably ap- 
proached through religiously oriented radio 
programs. Close neighborhood and familial 
interdependence apparently handicaps 
spread of influence, but once the circle is 
penetrated, the educational influence is likely 
to spread to the whole group, and as such 
can be considered an asset. 

One thing is clear, the whole area of per- 
sonal influence on decision making and 
opinion changing certainly needs more in- 
tensive investigation. A suggested approach 
is a complete sociometric survey of some 
selected area, preferably rural. 

While concern for their children’s wel- 
fare is evident, the problem is to convince 
uncooperative parents to channel their con- 
cern in the best direction. Professional, 
middle-class people tend to think in middle- 
class terms and concepts, but this approach 
will not reach the lower socioeconomic 
group. By means of verbal communication, 
personally or by radio, we must create social 
pressures or use existing social pressures to 
motivate parents in the desired direction. 
Perhaps we need interviews in depth to fully 
understand their value systems and goals in 
life, both for themselves and for their chil- 
dren. It seems likely that if immunization 
could be made a mark of social status, then 
this might improve matters; for example, 
only “no account” people do not have their 
children immunized. 

Another practical implication is the neces- 
sity of teaching health education in the first 
four to six years in school; waiting until the 
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eighth or ninth year is too late for the group 
which needs it most. Here too the idea of 
increased status with immunization could 
be encouraged, with rewards and praise for 
those immunized. The present trend, though 
not clearly indicated by the data, is for im- 
munized parents also to have their children 
immunized; having the next generation’s 
parents voluntarily immunized as children 
might well help their children. 

In general, it might well be said that this 
study raises a good many more questions 
than it answers, but it does seem to be 
oriented in what could prove to be a fruit- 
ful direction. 


Summary 


In summary, this study involved a strati- 
fied random sample of 119 white and Negro 
families from urban and rural areas in 
southwestern Virginia, differentiated pri- 
marily by their demonstrated cooperative or 
uncooperative attitude toward having their 
children receive immunization for diphthe- 
ria, pertussis, and tetanus. Significant differ- 
ences in socioeconomic status, amount of 
education, number of children, church at- 
tendance, access to communication media, 
and automobile transportation are found. 
Uncooperative families in this study, when 


Seat Belts in 


Seat belts should be used in open-top as 
well as closed-top cars, according to a con- 
sultant for the Journal of the American 
Medical Association. 

Dr. Robert P. Sim, New York City, writ- 
ing in the September 2nd Journal, said: 

“Persons riding in open cars are more sus- 
ceptible to injury by being thrown from the 


compared with cooperative families, are 
found to be of lower socioeconomic status, 
to have less education, to have more chil- 
dren, to be less likely to attend church reg- 
ularly, to have less access to communication 
media, and to have less personal transporta- 
tion. Family, friends, and neighbors appear 
to be the main groups to whom the uncoop- 
erative families turn for advice, when they 
do seek it. Suggestions for positive action 
now, on the basis of the present data, and 
suggestions for further inquiry were pre- 
sented. 
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Open-Top Cars 


car than by being held securely in place. 
Remember that steel tops are frequently col- 
lapsed when cars turn over. That is why 
stock cars used in racing are equipped with 
roll bars.” 

There are no contraindications to having 
seat belts installed in cars. 
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Health Careers Program 


There is an active program in Vir- 
ginia for bringing young people 
into Health Careers. 


HE SHORTAGES in the world of 
health have resulted from a variety of 
reasons. Our total population is increasing 
rapidly, with the greatest increase among 
the younger and older age groups which 
require the most health services. There is 
an increase in the individual use of medical 
services, which has come about by improve- 
ments in living standards, more education, 
widespread use of health insurance and ad- 
vances in medical knowledge. Health per- 
sonnel is now being used more extensively 
in industry, research, and teaching, as well 
as many other areas. These are some of the 
factors which have contributed to the 
shortage of manpower in the health field. 
Another shortage that we are witnessing 
is the shortage of young people. The num- 
ber of young people available in the past 
decade for career training of all kinds was 
less than in former years because the high 
school graduates of the 1950’s were born in 
the depression period when the nation’s 
birth rate was at its lowest ebb since 1910. 
Now in 1960, there is the beginning trend 
of the increase in the number of young 
people but the benefit of the increase will 
not be felt for sometime. 


Warren, Cyntuia N., R.N., Director, Health 
Careers Program of The Virginia Council on Health 
and Medical Care. 

Presented at the Annual Meeting of The Medical 
Society of Virginia, Virginia Beach, October 9-12, 
1960. 
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Today people are getting more medical 
care than ever before. Thirty years ago the 
average person saw a doctor two or three 
times a year; now the annual average is five 
Visits. 

Hospital statistics show an increase of 
some 8 million admissions between 1946 and 
1958 and a rise of nearly 39 percent in the 
average daily census. 


There is every indication that the factors 
which are bringing about the wider use of 
medical services will continue to operate 
into the foreseeable future, and the demand 
for medical services will continue to grow. 

It is evident that the American people do 
not realize just how dangerous to the coun- 
try’s future this shortage of trained health 
personnel really is. They know of the need 
for scientists and technicians trained in the 
area of national defense. That need is real, 
and we have been sharply awakened to it. 
But America’s future health needs are just 
as real and just as vital to the long-term 
security of this nation. Once this is realized, 
perhaps we will not have millions of capable 
men and women unemployed while thou- 
sands of jobs go begging in the health field. 

There is perhaps no simple answer to the 
many faceted shortage problem. Various 
measures such as intensive recruitment pro- 
grams, increased salaries, improved working 
conditions, providing scholarships, financial 
assistance, modified training programs, more 
effective utilization of personnel, use of 
part-time workers, and refresher courses for 
inactive personnel are being tried with vary- 
ing degrees of success. They are all helping 
to solve the problem. 

The Virginia Council on Health and 
Medical Care, which is a voluntary organi- 
zation with the principal objectives of pro- 
moting better health and medical care for 
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all Virginians, has long been concerned with 
the health manpower shortage. 

In 1957, a conference was held on this 
problem, and a committee was appointed to 
develop ways that would assist in solving 
the problem. It was from this committee 
that the present Health Careers Program 
was developed. 

In the summer of 1958, all health profes- 
sional organizations were called together to 
consider forming a joint health careers re- 
cruitment program. It was clearly pointed 
out that this type of program would not 
relieve the professions of their responsibility 
of recruiting, but would be designed to sup- 
plement current recruitment efforts. The 
proposed program was duly endorsed by the 
health professions, a representative was ap- 
pointed, and the first meeting was held on 
December 18, 1958. At this meeting objec- 
tives were outlined and the name of Health 
Careers Recruitment Committee was select- 
ed. This committee has now been enlarged 
to include 15 State-wide organizations hav- 
ing a major interest in health and the 
following health professions: Audiology and 
Speech Correction, Dentistry, Dietetics, 
Health Education, Hospital Administration, 
Medical Record Library Science, Medical 
Technology, Medicine, Nursing, Occupa- 
tional Therapy, Pharmacy, Physical Ther- 
apy, Podiatry, Public Health Sanitation, 
Social Work, Psychology, Veterinary Medi- 
cine and X-ray Technology. 

The first project undertaken by the com- 
mittee was to determine what material on 
careers in health was then available in the 
schools. By a questionnaire, it was learned 
that the material was limited. A Career Kit 
containing 42 pamphlets on the various 
careers in health has been placed in all pri- 
vate and public high schools in Virginia. 
The pamphlets were supplied to the Council 
by the professional organizations. 

The need was evident for some type of 
health career promotional material that 
could be supplied to students and their par- 
ents. So the committee set forth to develop 
the needed material. Each profession pre- 
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pared a fact sheet giving information as to 
the type and length of education, tuition, 
scholarship, and the opportunities in the 
profession. A pamphlet entitled ‘Hey! 
About to Choose a Profession?” was pre- 
pared and it gives general information on 
careers in health. This three-fold pamphlet 
is designed so that one section has a listing 
of the 18 health careers and a place for the 
student to check the career in which he or 
she is interested. This section is mailed to 
the office of the Virginia Council. The 
forms are received at the rate of 150 to 200 
each month. The student is then mailed 
material on the profession in which he is 
interested, and the name and address of the 
student is given to the professional repre- 
sentative who in turn makes a personal con- 
tact with the student. This personal follow- 
up helps to further stimulate the original 
interest of the student. 

A booklet entitled “Your Future in a 
Health Career” has been most popular with 
students and counselors. This booklet has 
a picture and a description of 18 careers in 
the health field with a list of approved 
schools in Virginia for each of the profes- 
sions in the booklet. 

A poster “Your Future in the Field of 
Health” has been prepared and placed in 
the schools. The poster shows two young 
people and in their line of vision are the 
careers in health. 

A health careers information chart has 
been placed in all Virginia high schools. 
This chart is for builetin board use in the 
schools and gives information on the 18 
careers. 

A list of films available on careers in 
health has also been placed in the schools. 
This list gives a description of the film and 
the source of availability. 

When invited to participate in career day 
programs, an exhibit showing the various 
careers in the health field is used. The ex- 
hibit is colorful and has moving parts. The 
slogan “Select a Career in Health” attracts 
the attention of the young people. The 


Vircinia MepicaL MonTHLY 


& 
Ages 
2 


exhibit will be placed on display in schools 
for periods of three to five days. 


With the belief that direct approach and 
personal contact would bring desirable re- 
sults, a program on careers in health was 
presented in 75 schools to over 21,000 stu- 
dents during the 1959-1960 school year. 
The program consists of a 50-minute period 
in which a film “Helping Hands for Julie” 
is shown and the remainder of the time is 
used to discuss the various careers. The 
program is designed for students from the 
8th through the 12th grades and has also 
been presented in a few junior colleges. Fol- 
lowing the presentation, if time permits, 
individual conferences are held with the 
students. This year we are using color slides 
which are used as the careers are discussed. 
These slides have been most helpful in call- 
ing to the attention of the student the 
careers that are open in the field of health. 


There is perhaps no way to evaluate the 
results of this program. As in selling of 
any kind—if you advertise and keep your 
product before the public, you will attract 
some buyers. 

Let me hasten to point out that this pro- 
gram is by no means the full answer to the 
health manpower shortage. It does, how- 
ever, represent the first unified effort in 
Virginia to solve the problem, and the suc- 
cess of the program is greatly due to the 
cooperation of the professional and lay 
groups. 

Providing skilled health personnel that 
Virginia needs so desperately is a tremendous 
task. It is not one that can be solved in the 
foreseeable future. But by working together 
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we can make a beginning. We can focus 
attention on the fact that trained men and 
women make the difference in good health 
and medical care. 

During the 1960-1961 school year, the 
Health Careers Program was presented in 
90 schools and colleges in Virginia to over 
32,000 students and adults. In presenting 
the program, descriptive comments accom- 
pany a slide showing the educational re- 
quirements of each profession and five ad- 
ditional slides showing what the professional 
person does on the job. Students are advised 
that they may write the Virginia Council 
for more complete information on those 
careers which interest them. 

When these requests are received, the stu- 
dent is forwarded the literature supplied by 
the professional organization. At the end 
of each month, each professional organiza- 
tion is supplied with the names and ad- 
dresses of students requesting information 
on that particular profession. At the same 
time, guidance counselors in the schools are 
advised as to which of their students re- 
quested information on what profession. 

During the 1960-1961 school year, re- 
quests were received from 2,702 students. 
Of this number, 177 requested more infor- 
mation on the profession of medicine. 

The Virginia Council is offering the 
Health Careers Program to schools and col- 
leges during the 1961-1962 school year. The 
success of the program is indicated by the 
fact that as of this date there are no open 
appointments until after January 1, 1962. 


100 East Franklin Street 
Richmond, Virginia 
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Report of a Case 


Coronary artery disease is seldom 


seen in women of child bearing 
age. When it does occur, however, 
and is complicated by pregnancy, 
the pregnancy may be carried to 
a successful completion after care- 


ful evaluation. 


HE OCCURRENCE nd successful 
completion of pregnancy in a patient 
with coronary artery disease is sufficiently 
rare to be worth reporting. 
In such an instance a statement of the 
criteria for the diagnosis of coronary disease 
is warranted. They are as follows: 


1. The presence of a clear-cut “convinc- 
ing clinical episode” of chest pain. 

2. Changes in the electrocardiographic 
tracing which need be limited only to T 
wave changes around the area of Vs, even 
in the absence of supporting evidence of 
tissue destruction, provided such changes 
persist for a prolonged period of time. 

3. The absence of organic or functional 
disease or situation which could give rise 
to such cardiographic changes. 

4. The eventual return to normal of the 
T wave changes. 

§. Similar episodes of recurrent pain as- 
sociated with the return of T wave nega- 
tivity for prolonged periods of time. 


These criteria are in keeping with the studies 
of Schlant et al.,! Pruitt et al.,? and Levine’. 
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Coronary Artery Disease and Pregnancy 


JOHN G. GRAZIANI, M.D. 
WILLIAM P. TERRY, M.D. 


Farmville, Virginia 


Case Report 


A housewife, age 32, gravida IV, abor- 
tions II, para II, who had always enjoyed 
good health, was first seen because of chest 
pain on June 9, 1957. There had been an 
initial, premonitory pain at about 8:30 a.m. 
described by her as, “My bra is too tight, 
it gets tighter, and then feels like a band 
pressing on my chest.” The pain was re- 
referred to the lower portion of the sternum. 

At 11 a.m. that day, while riding as a 
passenger in her car, the pain recurred, 
radiated to both shoulders, and was accom- 
panied by drenching perspiration. She was 
seen by a nearby physician who reported 
her blood pressure at 105/68, and admin- 
istered 75 mg. of demerol, Pantopon® grains 
1/3 and atropine grains 1/150 over a period 
of one-half hour. There was only moderate 
relief of pain. 

She arrived at the hospital at 2:45 p.m. 
still complaining of sternal soreness. Phys- 
ical examination showed moderate psycho- 
motor retardation due to the drugs. She 
was rather comfortable, neither cyanotic, 
orthopnoeic, nor dyspnoeic. B.P. 130/70. 
Pulse 80. Respirations 18 and of normal ex- 
cursions. The heart was not enlarged. The 
sounds were of good quality, the rhythm was 
regular, rate 80, and A2 equalled P2. There 
were no thrills nor murmurs. 

There was no tenderness to palpation of 
the sternum, no pain or tenderness on move- 
ment of the shoulder girdle, no tenderness 
of the spinous processes, and no pericardial 
friction rub. There was no abdominal ten- 
derness. Peripheral arteries were palpable, 
soft, compressible, and pulsating. 
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There was no family history of diabetes, 
hypertension, or coronary thrombosis. 

Laboratory work done that day showed 
a hemoglobin of 14.6 grams, RBC’s of 
4,100,000 WBC’s 9,900 with 89% neutro- 
philes and 11% lymphocytes. The follow- 
ing day the NPN was 56 mg., blood sugar 
88 mg., and blood amylase 14 Somogyi 
units. On the third hospital day the WBC’s 
were 5,000 with 63% neutrophiles, 4% 
eosinophiles, and 33% lymphocytes. 

Electrocardiographic tracings taken on 
admission, on the following day June 10th, 
June 20th, June 26th, and July 2nd are 
shown in figure 1. A tracing taken on 
June 15th was essentially the same as that 
taken June 10th. 

A portable, bedside, roentgenogram of 
the chest taken June 10th was normal. This 
was confirmed by a postero-anterior six foot 
plate of the chest on June 27th. 

Convincing clinical episodes of angina 
continued to recur at home. To rule out 
other conditions which might simulate or 
reflexly induce angina pectoris, x-ray exam- 
inations of the gall bladder and gastrointes- 
tinal tract were done in September 1957. 
They revealed a normally functioning gall 
bladder with no evidence of cholelithiasis, 
a normal esophagus and _ gastrointestinal 
tract with no evidence of hiatal hernia. 

Recurrent episodes of epigastric and low- 
er sternal squeezing chest pain necessitating 
hospitalization occurred March 20, 1958, 
and May 10, 1958. On the first occasion 
strain T wave negativity was present in the 
chest leads with gradual evolution toward a 
more normal pattern. On the second occa- 
sion the evolution was from a normal to an 
inversion strain pattern. In both instances, 
negativity was less than five millimeters. 

The white count on the admission of 
March 20th was 9,800 with 81% neutro- 
philes and on the admission of May 10th 
was 5,500 with 71% neutrophiles. Choles- 
terol levels on separate occasions were 158 
and 122 milligrams per cent. 

The hospital courses were afebrile. 
Meanwhile with repeated advice, expla- 
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nation, and manipulation of the exter 
environment, the patient gradually adju_-.a 
to the mode of life imposed by angina easily 
induced by emotion and moderate effort. 

On December 12, 1959, the patient was 
seen in the office of one of us (W.P.T.) 
with a history of having last menstruated 
October 15th. Examination revealed her to 
be approximately six weeks pregnant. Be- 
cause of the desire for a third child and 
because of religious and moral scruples, the 
patient chose to continue the pregnancy. 
This was considered justifiable inasmuch as 
her previous labors had not been difficult, 
her angina had improved, and she had 
learned to live with her disability. 

The gestation period was relatively un- 
eventful. Her weight gains were regular 
and easily controlled with a total gain of 
16% pounds (135-1514%). There was no 
edema. The blood pressure ranged from 120 
to 160 systolic and from 70 to 80 diastolic. 
Anginal pain, and a dyspnoea greater than 
just the “dyspnoea of pregnancy”, limited 
her activity. Nitroglycerin was used early 
in episodes of pain, on an average of five to 
seven tablets a week. This need gradually 
diminished during the third trimester. Or- 
thopnoea, insomnia, and fatigue were more 
noticeable and more a complaint than with 
the usual pregnant patient. 

On July 16, 1960, she was admitted to 
the hospital and induced by amniotomy at 
12:45 p.m., the cervix being well effaced, 
four centimeters dilated, and the vertex well 
engaged. At 1:30 p.m. her pains were 
moderately severe. She was moved to the 
delivery room at 1:45 p.m. and delivered 
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spontaneously at 2:16 p.m. under nitrous 
oxide and cyclopropane anesthesia. 

The baby cried promptly. There were no 
lacerations. 

During the puerperium there were only 
three episodes of angina, one associated with 
exertion and the other two episodes with 
emotion. They were all promptly relieved 
by nitroglycerin. She was discharged home 
July 24th. 

Total cholesterol was 294 mg. seven days 
postpartum and 233 mg. nine weeks later. 
A representative prepartum and a six day 
postpartum tracing are shown in figure two. 


Conclusion 


We have presented a case report of a suc- 
cessful completion of pregnancy in the 
presence of coronary artery disease. We feel 
that if pregnancy occurs during the course 
of coronary artery disease, a careful evalu- 
ation of all factors may justify its continu- 
ation. 
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A case of meprobamate overdos- 


age is reported. During the recov- 
ery phase there were unilateral 


sensory and motor changes. 


HE OCCURRENCE of severe hypo- 

tension and coma in cases of mepro- 
bamate overdosage has been emphasized."*** 
Neurologic changes reported included sym- 
metrical areflexia and pinpoint pupils. Few 
descriptions of sensory aberrations have 
been reported. The following case report 
describes unilateral sensory and motor 
changes that were detected during the re- 
covery phase from semicoma induced by 
meprobamate. 


Case Report 


A 23 year old white female was admitted 
in semicoma following the ingestion of 14 
grams of meprobamate three hours previ- 
ously. The blood pressure on admission was 
75/50 mm Hg. Intravenous nor-epineph- 
rine was given for a two hour period and, 
following its discontinuance, the blood pres- 
sure remained at 100/70 mm Hg. Deep 
tendon reflexes were flaccid but there were 
no other significant findings at the time of 
admission. Throughout the night she could 
be aroused by forceful conversation for only 
a few seconds at a time. 

Examination 14 hours after admission 
and 17 hours after ingestion of the mepro- 
bamate revealed a well developed and well 
nourished woman who fell asleep quickly 
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during lapses in conversation. However, 
she was rational and oriented, except for 
some confusion about the date. Pertinent 
findings were limited to the neurologic ex- 
amination. The right Achilles’ tendon reflex 
was absent, while the left one was 1+. The 
other deep tendon reflexes on the right were 
present but were considerably more dimin- 
ished than the corresponding ones on the 
left. There was a hemihypesthesia for pin- 
prick, temperature, and light touch, involv- 
ing the right side of the body and face. Deep 
pain sensation was intact. The sensory ex- 
amination was carefully repeated several 
times and confirmed the veracity of these 
findings. Seven hours later, or 24 hours after 
ingestion of the 14 grams of meprobamate, 
these neurologic changes had disappeared. 
Laboratory examination revealed the 
values for the following to be within normal 
limits: non-protein nitrogen, sodium, potas- 
sium, carbon dioxide, chlorides, uric acid, 
total serum proteins and A/G ratio, inor- 
ganic phosphorus, creatinine, thymol, direct 
and indirect bilirubin, and alkaline phos- 
phatase. The VDRL was negative. Hemo- 
globin level was 11.6 gms. and the white cell 
count was 11,500 with 49 neutrophils, 41 
lymphocytes, 7 monocytes, 1 eosinophil, and 
2 basophils. The red cell count was 4.21 
million and the platelet count was 318,000. 
Hematocrit was 39% and the uncorrected 
sedimentation rate 48 mm. in one hour. 
Bleeding and coagulation times were within 
normal limits. The fasting blood sugar was 
123 mgm.%. Repeat blood count one day 
later revealed the same hemoglobin and 
hematocrit levels, but the sedimentation rate 
had fallen to 43 mm. and the white cell 
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count had fallen to 9,100 with 63 neutro- 
phils, 35 lymphocytes, and 2 esosinophils. 
Two urinalyses revealed bacteria and leu- 
kocytes, but there was no albuminuria. 
Roentgenograms of the chest, skull, spine 
and pelvis were within normal limits. 


Discussion 


Examination during the recovery phase 
from meprobamate overdosage disclosed the 
right-sided sensory deficit, hypotonic ten- 
don reflexes, and absent Achilles’ tendon re- 
flex. These changes were transient and 
cleared within 24 hours after ingestion of 
the meprobamate. 

In contrast, Belaval and Widen’® have re- 
ported a case of peripheral neuropathy in- 
volving the right leg that developed 17 
days following coma due to the ingestion 
of 20 grams of meprobamate. This case 
demonstrated a foot drop, hypesthesia of 
the right foot, sensory loss of the right thigh 
area, and absent Achilles’ tendon reflex. This 
neuropathy gradually subsided over a two 
week period. There was some question in 
regard to etiology, since drugs other than 
meprobamate had been administered. 

Subjective numbness had been reported 
by patients receiving meprobamate, in both 
legs in a woman who also developed a gen- 
eralized erythematous dermatitis two hours 
after the ingestion of 400 mgms. of mepro- 
bamate,” and as a “funny and numb” gen- 
eralized sensation in a female patient five 
minutes after the ingestion of 12 grams of 
meprobamate.' 

The explanation for the findings of the 
present case is not known. Meprobamate 
does exert a selective blocking action on the 
interneuronal circuits.* Theoretically, in the 
present case, there may have been a differ- 
ence in affinity for the meprobamate be- 
tween symmetrical areas of the brain. Or 
there might have been a selective disappear- 
ance of the drug from the brain, suggesting 
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a difference in the metabolism of this agent 
by two symmetrical portions of the central 
nervous system. Aside from this specula- 
tion, one may conclude that meprobamate 
exerts sensory as well as motor influences in 
the human, and that these changes may at 
times be asymmetrical. 


Summary 


A 23 year old woman developed right- 
sided hypesthesia, hypotonic tendon reflexes, 
and absent Achilles’ tendon reflex during the 
recovery phase from semicoma induced by 
the ingestion of 14 grams of meprobamate. 
These changes were transient and disap- 
peared within 24 hours after ingestion of 
the drug. Theoretical explanations for this 
phenomenon inc!ude a difference in affinity 
for meprobamate between symmetrical 
areas of the brain or a difference in metabo- 
lism and disappearance of meprobamate 
from two such areas. 
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Mental Health .... 


The “‘Half-Way” House and Its Place in 
Rehabilitating the Mentally Handi- 
capped 


In recent years the halfway house has 
received increasing attention, as have the 
transitional facilities to and from the mental 
hospital. Statistics in 1956 revealed that of 
the 200,000 mental patients discharged dur- 
ing that year, 90,000 were readmitted dur- 
ing the same year. Thus, a great deal of 
soul searching went on which involved an 
increasing awareness that the needs of the 
ex-patient had to be met more effectively to 
reduce the readmissions. 

Halfway houses have been established, but 
because of the stigma attached to the word 
“halfway”, they are given individual names 
such as “Portal”, “Gateway”, “Quarters”, 
and “Rehabilitation Home”. This stigma 
has caused some communities to reject the 
establishment of halfway houses with them 
because they do not wish the mentally han- 
dicapped, “those crazy people”, to endanger 
their community. Of course, the answer lies 
in education and not semantics, but for the 
present, this stop gap attempt must be 
utilized. 

The halfway house is a vital link in the 
rehabilitation chain from sickness to health, 
dependence to independence, hospital to 
community in certain instances for certain 
patients. The halfway house is emphatically 
not a cure-all for every patient; it is de- 
signed to fill a specific need for certain 
patients. 

This paper will review the definitions, his- 
tory, types, functions, patients, administra- 
tive advantages, and some of the halfway 
houses. 


CuHaries J. Kucczweski, M.S., Post Graduate, 
Richmond Professional Institute, School of Rehabili- 
tation Counseling. 

Approved for publication by Commissioner, De- 
partment of Mental Hygiene and Hospitals. 
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In order to care for the vocational prob- 
lems of the mental hospital patient, shel- 
tered workshops and member-employee 
programs have been set up. The member- 
employee program is established within the 
hospital and consists of the payment of the 
patient for work done in the hospital which 
is outside the work performed by the reg- 
ular patients. However, since the vocational 
adjustment is the last area which is affected 
by emotional disturbance, it is even more 
important for the patient to develop a good 
social adjustment. Social adjustment can be 
facilitated by the folowing methods: 


(1) Family care programs 
(2) Ex-patient clubs 

(3) Day and night hospitals 
(4) Halfway houses 


We are concerned in this paper with the 
halfway house, which is a small group resi- 
dence set up as a transition point between 
the mental hospital and the community and 
providing some professional supervision but 
requiring increased responsibility and free- 
dom for its members than the previous men- 
tal hospital. 

The halfway house is unique from the 
above mentioned methods of social adjust- 
ment for the psychiatric patient. The half- 
way house is a self-contained unit as opposed 
to the ex-patient club and day or night hos- 
pital. The halfway house is for a small group 
of residents from three to fifty, whereas the 
family care home is usually for one to four 
persons. The halfway house is different from 
a work camp in that residents are required 
to work away from the house, in jobs with- 
in the community and in a city rather than 
a rural area. 

The halfway house was first conceived in 
Sixteenth Century England. An article en- 
titled “A Plea for Convalescent Homes in 
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Connection with Asylums for the Insane 
Poor” appeared in the Journal of Mental 
Science, which led to the organization of 
the British Mental Aftercare Association, a 
few years later, to set up their homes. 

The first halfway house in the United 
States was established in Los Angeles, and 
was called Resthaven. Resthaven was pre- 
ventive in that it sheltered those who were 
emotionally disturbed but not seriously 
enough to be placed in a mental hospital. 
Resthaven was not dependent upon a hos- 
pital for financial support since it is financed 
by the community, and consequently has no 
ties with any mental hospital and can orient 
its program independently. 

The following are types of halfway 
houses: 


(1) Halfway houses for ex-patients 
(a) Short term interim facility 
(b) Long term interim facility 

(2) Mixed halfway houses 

(3) Preventive halfway houses 


The short term interim halfway houses 
for ex-patients expect the patient to stay 
from three to six months. The patient is 
usually a younger person whose job oppor- 
tunities are good and who is easily readjusted 
to the social atmosphere existent outside of 
the mental hospital. Seven homes of this 
type have been opened in the United States 
since 1954. 

The long term interim halfway houses 
for ex-patients expect the patient to stay a 
longer period. The patient is older and has 
a harder time job training or finding a job, 
or in social readjustment, or is moving on to 
another type of protected environment such 
as family care or family care homes, or needs 
professional help and/or supervision for the 
rest of his life. 

The mixed halfway houses accept short 
term and long term and preventative clients. 

The functions of the halfway house in- 
clude the house or shelter function, the 
transitional function, the vocational func- 
tion, the ancillary function, and the sociali- 
zation and resocialization function. The 
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housing and transitional functions are self- 
explanatory. The vocational function is 
basicly counseling and job-finding. The 
ancillary function is usually not carried on 
by the halfway house itself but in the hos- 
pital or agency with which the house is affil- 
iated. The ancillary function involves taking 
of drugs and various forms of psychother- 
apy. The socialization and resocialization 
function consists of the following: 


“1. It provides the resident with a group 
of others who have shared his previous ex- 
perience of hospitalization for mental illness. 
With the exception of a resident staff mem- 
ber, the group is composed solely of the 
resident’s peers. 

“2. Within this peer group of individuals 
with common problems and experiences, 
the ex-patient may begin to interact with 
other persons. Learning that others have 
similar problems may help to remove the 
feeling of isolation and difference. A re- 
establishment of interpersonal relations may 
result. 

“3. It is hoped that a sheltered social 
environment is produced, within which 
there is a greater tolerance for deviant be- 
haviour. The resident may be freer to act 
within the sheltered setting than in the gen- 
eral community. This relative freedom from 
the usual stresses of community life may 
enable the resident to try out new roles 
without exaggerated fear of crippling group 
sanctions. 

“4. The group, however, may employ a 
number of methods of controlling disrup- 
tive individual activity. They may ignore 
or reject or even directly punish the individ- 
ual who does not conform to the group’s 
expectations. In this way, the individual 
learns what is expected of him in this group. 
It is hoped that the learning to get along 
with other persons in the halfway house will 
be later generalized by the resident to learn- 
ing to interact with others in the com- 
munity” 


The halfway house is used in the follow- 
ing instances: 
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(1) The patient still has somewhat de- 
viant social behavior which would not be 
accepted sympathetically or tolerantly by 
the community he would return to. 


(2) The patient is no longer sick enough 
to need the mental hospital for recovery 
(“borderline cases’’) . 


(3) The potential patient who is not sick 
enough to need the mental hospital, but no 
longer is able to adjust completely to his 
community (also “borderline cases”). 

(4) The patient does not have a family 
to assist his adjustment. 

(5) The long term patient has social and 
vocational problems, such as no job to which 
to return, a changed family constellation 
(divorce or the wife filling the role of bread- 
winner), or deteriorated social behavior 
(how to eat and dress properly). 

The advantages of the halfway house for 
the administrator are significant. Readmis- 
sion rates drop, leaving more beds available 
for new patients in the “mental” hospital. 
Cost per patient day is about the same in 
the halfway house as in the hospital. More- 
over, the patients are under one roof, rather 
than scattered as in the family care program, 
which causes less travel time by professionals, 
more services because of centralization; pol- 
icy changes can be facilitated more easily 
and inspection of adequacy of facilities and 
services is facilitated. 

The Vermont Division of Vocational Re- 
habilitation has established and sponsored 
three halfway houses. The residents are for- 
mer patients of the Vermont State Mental 
Hospital and the Brandon School for mental 
defectives. Two of these houses are for 
women, one located at Montpelier and one 
in Burlington. A house for men is also lo- 
cated in Burlington. This is the oly current 
attempt at a coordinated rehabilitation pro- 
gram between the Division of Vocational 
Rehabilitation and a state mental hospital, 
except for pilot studies now in progress in 
West Virginia and Kentucky. 

Rutland Corner House was established in 
Boston in 1954 for former female patients, 
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but it is not directly operated by any one 
mental hospital, but has a close relationship 
with the Massachusetts Mental Health Cen- 
ter. 

In 1955, Portals was established in Cali- 
fornia by staff members of Brentwood Vet- 
erans Administration Hospital and other 
volunteers. Portals is mainly utilized for 
male patients on leave from the hospital. 

In 1956, Quarters was established in San 
Jose, California, under the direction of the 
Agnews State Hospital. 

Woodby House in Washington, D.C., re- 
quires residents to be under psychotherapy. 
The residents may be private patients of 
psychiatrists. The routine of the halfway 
house is kept to a minimum for the residents. 
Most of the resident’s time is spent away 
from the house since he must work in order 
to pay for the room and board, and since 
recreation may be sought outside of the 
house by individuals or groups of residents. 
Group activities carried on in the house are 
not compulsory. Although there are few 
rules in halfway houses, many houses do 
have a curfew. Finally, the patients are 
given certain duties and responsibilities 
which they are expected to carry out, such 
as cleaning their rooms, and general house- 


hold chores. 


Conclusion 

Although the halfway house is not a re- 
cent phenomenon in the rehabilitation of 
the mentally handicapped, it still has a great 
deal of acceptance to gain. Basically, this 
acceptance seems to center around the lack 
of money available for mental health and 
consequently the use of this money in what 
are considered more necessary or basic ac- 
tivities. However, with the growth of the 
concept of total rehabilitation of the “whole 
man” and the rise of the “team approach”, 
there has been a growing awareness on the 
part of staffs of mental hospitals that their 
responsibility for the patient does not end 
at the gates of the institution. Consequently, 
with present trends as indications, we can 
look forward to the growth of more bridges 
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Polio Immunity During Pregnancy 


The fact that a mother has polio during — child, Dr. Thomas Francis, Jr., Ann Arbor, 
pregnancy is far from a guarantee that her Mich., said in the September 2nd Journal. 
child will have lifelong immunity against 
unborn child is always infected when the 
sisiasine: mother is infected and unless this happens 

The mother would be infected by only the child could not be expected to have 
one type of polio and immunity to the other active immunity against even one type of 
two types could not be anticipated in the __ polio. 


In addition, there is no evidence that the 
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Public Health.... 


Oral Poliomyelitis Vaccine 


On August 17, 1961, Dr. Luther L. Terry, 
Surgeon General of the Public Health Serv- 
ice, announced the granting of a license to 
manufacture poliovaccine, live, oral, type I, 


developed by Dr. Albert Sabin. 


In making the announcement Dr. Terry 
said: “I want to emphasize that an oral vac- 
cine providing protection against all three 
types of poliomyelitis will mot be available 
for some time. The vaccine being licensed 
today produces immunity only against type 
I polio. Therefore, it is of the highest im- 
portance that vaccinations continue with 
the Salk vaccine which is the only weapon 
we have today to provide protection against 
all three types of polio. 

“The Public Health Service will continue 
its efforts to promote the widest possible use 
of the Salk vaccine. When the full series 
of oral vaccine becomes available, we will 
also help in its promotion.” 

The physicians and the public of this 
country are interested in the control of 
polio. They are not so much concerned with 
the accomplishment of this through a killed- 
virus vaccine or by means of a live-virus 
vaccine. 

There have been many statements in the 
past several years that a live-virus vaccine 
may induce longer lasting immunity than 
a killed-virus vaccine. It has also been stated 
that a live-virus vaccine will eradicate not 
only the disease but the virus as well, which 
cannot be expected to be done by a killed- 
virus vaccine. The experimental and field 
experiences with a killed-virus vaccine for 
polio have been successful, which proves that 
the killed-virus vaccine is effective in the 
control of poliomyelitis. Such experiences 
have shown that polio has been virtually 
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eliminated in Sweden and Denmark through 
the use of the killed-virus vaccine. 

In supporting his killed-virus vaccine, Dr. 
Jonas Salk has pointed out that official fig- 
ures of polio incidence provided by the U. S. 
Public Health Surveillance Unit of the 
Communicable Disease Center, Atlanta, 
Georgia, show that the effectiveness of the 
Salk vaccine is 95‘ after four doses, 90% 
after three doses. 

It has been stated that the persistence of 
immunity which is brought about by use 
of the live-virus vaccine “may be of much 
longer duration than in the case with the 
killed-virus vaccine.” To this Dr. Salk has 
replied that there is no scientific evidence 
to support this conclusion. Dr. Salk has 
followed the persistence of immunity in 
certain individuals for a period of six years 
and has observed the persistence of the 
plateau-like level of antibodies which ap- 
pears to be fixed within a year after decline 
of the over-abundance produced following 
the last dose, whether this was a booster dose 
or the last primary dose. He explained that 
this persistence of immunity could not be 
attributed to re-activation of virus since the 
killed-virus vaccine does not contain infec- 
tious virus and scientific evidence proved 
that it could not be due to natural reinfec- 
tion. 

Use of the killed-virus vaccine has brought 
about a marked decline in the incidence of 
polio, both paralytic and nonparalytic. Type 
II virus has virtually disappeared from the 
United States and types I and III have di- 
minished to the point that a prompt exten- 
sion of vaccination with the killed-virus 
vaccine could result in virtual extinction of 
poliovirus even before the entire population 
has been vaccinated. 
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In a paper’ on the “Effectiveness of Salk 
Vaccine”, a group in Houston, Texas, re- 
ported on viral studies which they carried 
out in almost all cases of acute central nerv- 
ous system disease which were severe enough 
to require hospitalization during the out- 
breaks of 1958 and 1959 in the Houston 
area. They state in this report that “the 
vaccine (Salk vaccine) protected not only 
against paralytic poliomyelitis but also 
against the nonparalytic or aseptic menin- 
gitis syndrome due to poliovirus. Cases of 
aseptic meningitis necessitating hospitaliza- 
tion that occurred in adequately vaccinated 
individuals were found to be due almost 
entirely to other viruses and not to polio- 
virus.” 

This group further stated: “It is con- 
cluded that poliomyelitis continues to appear 
in clinical form because vaccine is not ad- 
ministered to susceptible persons. No better 
results can be expected of any vaccine— 
either the inactivated one in current use, or 
the living attenuated one now under con- 
sideration in the United States—unless it is 


fully utilized in the susceptible population.” 

Evidence exists that a marked shift in the 
ratio by type has occurred. For example, in 
1959 almost 90% of diagnosed and verified 
cases of paralytic polio were of type I and 
10% were of type III; in 1960 approxi- 
mately 73% were type I and 26% were type 


III. Provisional data for 1961 indicate 
roughly a 50% distribution for each of 
these two types. Type II polio has always 
been rare. 

Since there is need to protect against all 
three types of polio, mass use of oral vaccine 
in a community would not afford immunity 
against polio until all three types have been 
taken. As the oral vaccine is given, re- 
sistance results only for the type given. 
Even when all three types will have been 
released, each will have to be given sep- 
arately at intervals and a booster dose will 


1Effectiveness of Salk Vaccine. J. L. ‘Melnick, 
Ph.D., M. Benyesh-Melnick, M.D., Ramiro Pena, B.A., 
and M. Yow, M.D., JAMA 175: No. 13, April 1, 
1961, p. 1159. 
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be needed. Therefore, we in Public Health 
could not expect much further reduction 
of polio cases in an area that has already 
proved indifferent to accepting the protec- 
tion offered by the trivalent formalin-killed 
(Salk) vaccine. 

Even when all three types of the Sabin 
live-virus vaccine become available, they 
will not be given in one dose as the authori- 
ties say that it is necessary to give them 
separately, no sooner than four to six weeks 
apart, to bring about the desired immunity. 
Each dose creates an infection in the intes- 
tines where the virus multiplies and passes 
from the body in the feces. It is best to let 
this subside before causing a second infec- 
tion, not because of danger but because the 
second will “take” better if there is no inter- 
ference. For the same reason there is a sim- 
ilar waiting period before giving the third 
type. It is not necessary to give these vac- 
cines in the sequence of type I, type II, and 
type III; they may be administered in any 
order that is desired. 

It has been stated that each will “take” 
better if there is no interference. This ap- 
plies to interference by other enteric viruses 
as well as by the poliovirus. Therefore, it 
would be best not to administer the oral, 
live-virus polio vaccine during a time when 
viruses such as the ECHO and Coxsackie 
viruses are prevailing in higher than usual 
incidence. 

Another point to weigh carefully is the 
fact that the virus of a live-virus vaccine 
multiplies in the intestinal tract and passes 
out in the feces. This means that this virus 
will spread in the household and the com- 
munity in which it is being given and per- 
sons other than the ones to whom it is ad- 
ministered will pick it up. If the decision 
is made to use the oral vaccine, it should be 
given on a community-wide basis and ade- 
quate plans should be made for community 
organization and medical leadership to plan 
for complete coverage of the population 
under 50 years of age. This plan should be 
developed in such a way that full publicity 
is given to the fact that the vaccine will be 
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used; that all persons under 50 years of age 
will be expected to take it. Specific notice 
of the times and places it will be given 
should be broadcast through all news media 
and posted throughout the area. Plans for 
volunteer as well as professional helpers will 
have to be made in advance and these per- 
sons will have to be properly instructed. 
Civic groups to serve as leaders and to pro- 
vide transportation must be sought. It in- 
volves much thought, time, cooperation, 
and coordination. It requires serious con- 
sideration before the decision is made to use 
the oral, live-virus vaccine. 

It must be remembered that today only 
type I oral vaccine has been licensed and 
that this will not protect against all three 
types that cause poliomyelitis. The release 
of type II is to follow at an unknown date; 
infection with type II poliovirus is rare. No 
indication has been given of a probable date 
when type III oral vaccine will be licensed; 
this type is responsible for approximately 
50% of the cases in 1961. 

The Public Health Service has placed an 
order for 900,000 doses of the Sabin oral, 
live-virus vaccine to stockpile in a frozen 
state at CDC, Atlanta for use in the event 
of an epidemic or epidemic threat of type I 
polio anywhere in the United States. A local 
community will be able to request the vac- 
cine through the State Department of 


Brucellosis 


Hepatitis (Infectious) __ 
Measles 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE 
DIsEASE CONTROL 


Health if at least three cases of polio have 
occurred in the community within a month 
and if at least two have been confirmed to 
be type I by laboratory analysis. 

Salk vaccine, which includes and protects 
against the three types of polio-virus, is 
available now. If the same effort were put 
into the administration of this vaccine to 
those 50 years of age and under who have 
not received the three primary doses and 
booster, it is likely that the results would 
insure the protection against polio of many 
more thousands of individuals. 

The crux of the problem lies in the need 
for vaccination of those who have not yet 
received the vaccine. Salk vaccine has been 
available since 1955, first in limited quan- 
tities when there was a stampede to get it. 

There has been a steady decline in the 
number of polio cases reported in Virginia, 
as well as in the rest of the country, since 
1955, when 336 cases were listed. In 1960 
there were 58 cases of poliomyelitis in the 
Commonwealth, of which 55 were paralytic. 
More than half of these had received no Salk 
vaccine and the great majority were inade- 
quately vaccinated. Let us protect the citi- 
zens of Virginia through the use of Salk 
vaccine until such time as an oral vaccine 
that will prevent all three types of polio 
becomes available. 


Jan.- Jan.- 
Sept. Sept. Sept. Sept. 
1961 1960 1961 1960 


2 3 16 33 
0 5 12 13 
_ 96 37 1144 673 


75 48 11,609 6304 


Meningococcal Infections __ 2 2 37 47 
Aseptic Meningitis 12 56 33 
Poliomyelitis 9 10 16 
Rabies (In Animals) ____--- 8 14 167 178 
Rocky Mt. Spotted Fever_.__ 7 6 47 36 
Streptococcal Infections _-432 309 5009 4752 
Tularemia __- = 6 3 16 32 
Typhoid — 7 2 16 18 
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Current Currents 


This issue of Current Currents is being used to report some of the more important ac- 


tions of your House of Delegates during the recent Annual Meeting at Richmond. 


KERR-MILLS IMPLEMENTATION: The Medical Society of Virginia was placed 
on record as encouraging the General Assembly to enact, or modify, legislation for the 


purpose of implementing provisions of the Kerr-Mills law in this State. 


PARTNERSHIP ASSOCIATIONS: Because of the extreme interest surrounding this 


subject, the following resolution, adopted by the House, is offered in its complete 
form: 


WHEREAS: Reference Committee #2 instructed a special subcommittee to prepare 


and present to the House of Delegeates a resolution with respect to the 
enactment of statutes in Virginia permitting the formation of partner- 
ship associations which will qualify under Federal law for taxation as cor- 
porations and thus provide the privilege of pension plans and other tax 
advantages for the partners and other employees; and 


Wuereas: The House of Delegates of AMA by resolution adopted December 5, 1957, 


has declared that it is within the limits of ethical propriety for physi- 
cians to join together as partnerships or associations, provided that the own- 


ership and management of the affairs thereof remain in the hands of li- 


censed physicians; therefore be it 


Reso_vep: that The Medical Society of Virginia take whatever steps are necessary 


toward procuring the enactment of such statutes at the earliest practical 
time. 


CONSOLIDATION OF BLUE SHIELD PLANS: The Medical Service Committee 


was requested to further explore the possible merger of all Blue Shield Plans and a sim- 


ilar merger of all Blue Cross Plans in Virginia. 


GOOD SAMAITAN LAW: The House approved a previous action by the Council 


endorsing such legislation. 
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HOSPITAL LIAISON COMMITTEES: It was recommended that all hospitals estab- 
lish a special committee, or committees, to act as liaison between physicians and rep- 
resentatives of Blue Cross and Blue Shield Plans. The House also recommended that 


all component societies establish appeal committees. A final appeal committee would be 
established at the Siate level. 


STERILIZATION: Endorsement was given to a report by the Virginia Advisory 


Legislative Council recommending certain changes in the sterilization laws of Virginia. 


A bill proposed by VALC to authorize voluntary sterilization under certain conditions 
was included in the endorsement. 


POLITICAL RESPONSIBILITY: Members of The Medical Society of Virginia were 
urged to become more politically responsible as physicians and encouragement was given 
to the formation of local independent medical political committees. Component medi- 
cal societies were requested to further this program at the local level. 


FALL OUT SHELTERS: A resolution was adopted urging immediate legislation at 
all governmental levels which would provide strong economic motivation for the con- 
struction of fall out shelters. 


SEAT BELTS: The Association of Automobile Manufacturers was commended on the 
installation of seat belt brackets as standard equipment on 1962 automobiles. Regular 
usage of seat belts by the general public was urged. 


SUPPORT OF AMA: A resolution was adopted putting the Society on record, and 
urging component medical societies to go on public record, as stating emphatically 
that the American Medical Association does, indeed, represent their will and desire 
and that the present leadership of AMA enjoys the complete confidence and support 
of the entire membership. 


HEALTH CARE FOR AGED: The House placed itself firmly on record as opposing 
any pending or future legislation which would promote socialized medicine by propos- 
ing to provide, without thought or regard of need, medical care for that segment of 
our population sixty-five years of age and over, and which, in addition, would not 
clearly provide for local or state government administration. 


POST GRADUATE MEDICAL EDUCATION: The Society’s Delegates to AMA 
were requested to urge that Association to contemplate the differing but equal im- 
portance of the university teaching hospitals and the community hospitals, to base all 
policies and regulations on a realistic appraisal of these differences and to make the 
community hospital an integral part of the post graduate medical training program 
rather than expect the community hospital to compete on a full and equal basis with 
the university teaching hospital. 
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Cancer Trends.... 


Perfusion and Intra-Arterial Infusion 
with Cancericidal Drugs 


Early diagnosis of cancer and prompt, 
adequate operation with or without prophy- 
lactic radiation have resulted in five- and 
ten-year survival periods for a significant 
number of patients. However, a great deal 
is yet to be desired and there is a large group 
of patients in whom palliative therapy of 
various types has been used. Among the 
new methods which have evolved for pallia- 
tion are regional perfusion of an isolated 
area with a chemotherapeutic drug, and 
infusion of antimetabolites intra-arterially 
through a vessel directly providing the blood 
supply to an area involved with malignancy. 

Shortly after World War I, the adminis- 
tration of nitrogen mustard was found to 
offer profound beneficial effects to patients 
with certain lymphomas and other tumors. 
Then Klopp conceived the idea that nitro- 
gen mustard would provide more benefit if 
delivered directly into the tumor-bearing 
area by intra-arterial infusion. There were 
some encouraging results with this technic 
but, for the most part, this method was not 
more effective than intravenous injection. 
After the development of the pump-oxy- 
genator which opened avenues to dramatic 
advances in cardiovascular surgery, Creech, 
in 1958, undertook the delivery of canceri- 
cidal drugs in high concentration to tumors 
by isolated perfusion with this apparatus. 
The successful application of this technic 
made feasible the administration of chemo- 
therapeutic drugs to tumor-bearing areas in 
dosages not previously possible because of 
their harmful effects to normal tissue. 

Regional administration of chemothera- 
peutic agents is accomplished in two ways; 


From the Department of Surgery, University of 
Virginia School of Medicine, Charlottesville, Vir- 
ginia. 
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E. MEREDITH ALRICH, M.D. 


i.e., by isolated perfusion of an area with 
a pump-oxygenator, the drug being added 
to the perfusate, or by continuous intra- 
arterial infusion of an area with a Sigma- 
motor or Barron pump for a period of five 
to seven days, the antimetabolite being added 
to a daily infusion volume of 1200 to 2000 
cc. Protection of normal tissues from the 
toxic effects (hematopoetic system depres- 
sion) of the agent used for isolated perfu- 
sion is dependent upon the degree of isola- 
tion and hypothermia of the patient exclu- 
sive of the area of perfusion. With contin- 
uous arterial infusion, protection is afforded 
by the simultaneous systemic administration 
of the appropriate antagonist to the chemo- 
therapeutic agent. 

Technics have been described and devel- 
oped for perfusion of almost all regions of 
the body, but, except for the extremities, 
the degree of isolation of a particular area 
has not been sufficient to insure safe admin- 
istration of the drugs in dosages adequate to 
effectively destroy tumor cells. The drugs 
most frequently used are nitrogen mustard 
and phenylalanine mustard, and many types 
of tumors of the extremities have responded 
satisfactorily to this therapy. The response 
of melanoma to such treatment, however, 
has been dramatic and, because of the re- 
gression of this tumor with regional per- 
fusion, this procedure should be done as part 
of the initial therapy with regional node 
dissection if the primary site is an extremity 
and there is no extension of the tumor to 
other parts of the body. 

Regional perfusion of tumors in other 
areas, such as the pelvis, may provide sig- 
nificant relief of pain. To accomplish more 
than this, however, more effective drugs 
must be sought and better methods of isola- 
tion developed. 

Because of the limitations of regional per- 
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fusion, cancers arising in other parts of the 
body are perhaps best treated by the use 
of antimetabolites continuously infused 
through a catheter placed in the artery or 
arterial branch which provides the blood 
supply to the tumor-bearing area. The 
antimetabolite is given in an infusion volume 
of 1200 and 2000 cc. every 24 hours for five 
to seven days, and its toxic effects are 
averted by intermittent intramuscular in- 
jection of the corresponding metabolite. The 
combination of drugs used more frequently 
is Methothrixate and Citrovorum for ex- 
perience has shown that, with these drugs, 
there is less risk associated with the pro- 
cedure itself and fewer post-administration 
complications. During the several days of 
infusion, the patients are ambulatory and 
generally can care for themselves. 

Regional perfusion and continuous intra- 
arterial infusion have resulted in tumor re- 


The term mild coronary is “seriously mis- 
leading,” according to three Philadelphia 
physicians. Although the symptoms may be 
relatively mild, the underlying cause may be 
serious, Drs. William Likoff, Sheldon Ben- 
der and Leonard Dreifus said in the August 
26th Journal of the American Medical As- 
sociation. A coronary, or heart attack, is 
caused by a blood clot that blocks one or 
both of the two coronary arteries that nour- 
ish the heart. The underlying cause is hard- 
ening of these arteries. 

On the basis of a study of 100 patients 
over a five-year period, it appears that a mild 
heart attack resulting from an incomplete 
evalution of a major attack may very well 
recur within a short time and exact a more 
severe penalty. Mild attacks from occlu- 


“Mild”? Coronary a 


gression and palliation in many patients in 
whom no other form of palliative therapy 
was possible. The marked destructive effects 
of isolated perfusion with phenylalanine 
mustard on melanoma of the extremities 
have led to the acceptance of this treatment 
as part of the primary treatment. Further 
evaluation of the results may lead to the use 
of regional perfusion as the sole and pre- 
sumably curative therapy for melanoma 
arising in an extremity without evidence of 
metastatic extension elsewhere. 

Continued ‘application of these technics 
and the trial of new drugs and development 
of more efficient means to confine the per- 
fusate to the tumor-bearing area alone to 
facilitate eradication or palliation is one line 
of advancement of knowledge which will 
offer control of cancer heretofore unrespon- 
sive to treatment afforded by conventional 
methods. 


Misleading Term 


sions of very small arterial branches are less 
significant. 

Of the total number of patients, 48 per 
cent suffered a second heart attack within 
five years after recovering from the initial 
attack. Some second attacks occurred with- 
in 12 months. The death rate among those 
stricken a second time was 18 per cent. 

In terms of chronic disability, recurrences, 
and ultimate mortality, the fate of these 
patients resembled that of persons with sig- 
nificant, if not advanced, hardening of the 
coronary arteries. 

“The study strongly implies that what- 
ever protective measures are currently avail- 
able should be applied for an absolute min- 
imum of two years following the initial at- 
tack, especially when the symptoms. . . 
persist.” 
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Pre-Paid Medical Care.... 


Action of the Medical Service Committee 


I. Insurance Review Procedure 


With the increase in major medical and 
comprehensive forms of insurance, ques- 
tions are arising as to the benefits payable. 
These policies do not include fee schedules 
but agree to pay on the basis of usual and 
customary charges in the area in which the 
service is rendered. The medical societies in 
several states have established Insurance Re- 
view Committees to render advice on such 
problems. The Medical Service Committee 
of The Medical Society of Virginia has des- 
ignated its Subcommittee on Prepaid Hos- 


INSURANCE AND PREPAYMENT SUB-COMMITTEE 


pital and Medical Insurance as a Review 
Committee to give advice to inquiring phy- 
sicians, insurance companies or patients. 
This subcommittee will not serve as a griev- 
ance or disciplinary body but will perform 
an advisory or educational function. In its 
relation with insurance companies, it will 
coordinate activities with the Virginia Com- 
mittee of the Health Insurance Council. 

If committee advice is desired, informa- 
tion listed on the summary form published 
below should be submitted to Robert I. 
Howard, Executive Secretary, The Medical 
Society of Virginia, 4205 Dover Road, 
Richmond 21, Virginia. 


Medical Service Committee 
The Medical Society of Virginia 


FACTS FOR ESSENTIAL COMMITTEE REVIEW 


Patient: Age Sex 
Address 
Income 
Diagnosis 


2. 
3. 
4. 


. Charges: 


If hospitalized: 
Name of hospital 
Duration of Stay 
Charges: 

Anaes. & 


Op. room 
8. Benefits—Basic medical 


Basic surgical 
M.M. Deductible 
Information desired of Committee: 


Insurance Company 
Additional Comments 


13. Date 19 <> By 


Submit to: 


Care rendered—(If surgical operation—describe) 


Describe adjustment efforts (If made) 


Occupation 
City 


R&BPvt. Ward 


Co. Inc. % Max. $ 


Title 


Robert I. Howard, Executive Secretary 


The Medical Society of Virginia 


4205 Dover Road 
Richmond 21, Virginia 
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II. Note on Benefit Assignment 


Benefits under medical and surgical in- 
surance are payable to the policyowner. 
However, most insurance contracts provide 
that these benefits may be assigned by the 
insured to the physician rendering service. 
Many insurance claim blanks include a form 
for this purpose. Some physicians have their 
own assignment forms that the patient is 
asked to sign. This is then attached to the 
proofs of claim. 


Strength is tested by the pull-up for boys; 
the modified pull-up for girls. Find some- 
thing to use for a chinning bar. Boys grasp 
the bar with palms forward. Hang with 
arms and legs fully extended and feet free 
of the floor. The boy pulls himself up 
until his chin is over the bar. 

Then he lowers himself slowly until the 
arms are fully extended. Then up again. 
Any boy should be able to do one pull-up. 
If he’s 14, the minimum is two; if he’s 16 
the minimum is three. 

For girls, adjust the bar to chest level. 
Girls extend their legs under the bar so their 
arms hang, fully extended, straight down 
from the bar. The girl pulls herself up until 
her chest touches the bar, then lowers her- 
self until the arms are fully extended. Then 
up again. Girls should be able to do a min- 
imum of eight modified pull-ups. 

Flexibility (and abdominal strength) is 
tested by the sit-up for boys and girls. The 
child lies on his back, legs extended and feet 
about 12 inches apart. The hands are on 
the back of the neck with fingers interlaced. 

Hold his ankles, keeping the heels on the 
floor. Now he sits up, twisting the trunk 


Test Your Child’s Basic Physical Fitness 


The Committee suggests that physicians, 
who have secured such assignments, mark 
the claim form and copies of their bill with 
the notation “BENEFITS ASSIGNED”. A 
rubber stamp is very satisfactory for this 
purpose. This procedure will alert the in- 
surance company that an assignment exists 
and may prevent misunderstanding if the 
assignment form is lost or reaches the in- 
surance company after the claim has been 
paid. 


and touching the right ebows to the left 
knee. Then he goes back down and up 
again, this time touching the left elbow to 
the right knee. Boys should do at least 14 
of these, girls at least 10, in rapid succession. 

Agility is tested by the “squat thrust” for 
boys and girls. Start at the position of at- 
tention. Action is carried out in four move- 
ments. 

First, bend the knees and place hands on 
the floor in front of the feet. Arms may 
be between, outside of, or in front of bent 
knees. 

In one movement, thrust the legs back- 
ward so the body is straight from shoulders 
to heels (the normal push-up position). 
Now, in one movement, return to the squat 
position, and in the final movement return 
to erect position. 

Time this test. Boys should do a minimum 
of four correct squat thrusts in 10 seconds, 
girls three. Make sure the child returns to 
a fully erect position at the end of each 
squat thrust. 

If your children passed these tests, they 
probably could pass a more elaborate phys- 
ical achievement test. 
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Correspondence... . . 


Dependents’ Medical Care 


To Mr. Robert I. Howard, 
Executive Secretary 

The Medical Society of Virginia 

Richmond, Virginia 


The retention of certain servicemen be- 
yond their normal date of expiration of ac- 
tive duty tours is essential in order that the 
augmentation of the Uniformed Services, 
called for by the President, can be attained. 
Implementation poses many problems. 
Among them is the valid identification of 
the extendees’ dependents who will remain 
eligible for certain benefits while their spon- 
sors remain on active duty. 

The extension of tours of duty may re- 
sult in some dependents being without a 
valid Identification Card for some time. The 
basis of identification of dependents is, as 
you know, the Uniformed Services Identi- 
fication and Privilege Card (DD Form 
1173). Each card carries an expiration date 
of eligibility. This date, in the case of de- 
pendents of noncareer personnel, is the same 
as the expected expiration date of the spon- 
sor’s tour of active duty. 

In the past, the “expiration date” on the 
ID Card has been the governing factor in 
determining that eligibility still exists. Since 
the involuntary extension of the tours of 
duty of many servicemen is effective almost 
immediately, the probability exists that some 
still-eligible dependent wives and children 
may apply for civilian medical care to which 
they are still entitled. They may not, how- 
ever, have in their possession the required 
proof of their eligibility. 

No change is contemplated in the pro- 
vision of our contract which states that 
claims may not be processed for payment 
until the dependents have proven their eli- 
gibility to receive care. Service personnel 
are being advised that it is their responsi- 
bility to take necessary action to “up-date” 
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the evidence of dependents’ eligibility. 

It is most probable, however, that some 
dependents will be in need of authorized 
medical care from civilian sources prior to 
the time this action has been completed. In 
such cases, the dependent has been instructed 
to explain the situation to the physician and 
hospital authorities. They have been advised 
to present, if available, some tangible evi- 
dence such as allotment checks, official or- 
ders, directives, or personal letters which 
state the pertinent facts to the physician or 
hospital to help support the dependent’s 
claim of continued eligibility. 

This office is not empowered to broaden 
the “good faith” aspect of our contract. The 
number of dependents temporarily “uniden- 
tified” who require medical benefits will not 
be large. 

In view of the situation at hand, I would 
appreciate your assistance in encouraging 
physicians and hospitals to exercise patience 
and understanding during the next several 
months when their services are requested by 
dependents of these extendees. 

I must emphasize, however, that no 
claims may be processed for payment unless 
the dependent has provided a valid DD 
Form 1173 or a statement of eligibility as 
required by our contract and as outlined 
in ODMC Letter No. 1-60. 

This information is being furnished to 
all contractors and to the editors of leading 
medical and hospital journals. We would 
appreciate it if you could publish a copy 
of this letter, or an extract of the informa- 
tion in the next copy of your Medical So- 
ciety journal or any other news media which 
is circulated to your membership. 


Sincerely, 


W. D. GRAHAM 
Brigadier General, MC, USA 


Executive Director 
26 September 1961 
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The Medical Society of Virginia oes 


Minutes of Council 


A meeting of the Council of The Medical 
Society of Virginia was called to order by 
Dr. Guy W. Horsley, President, on Septem- 
ber 13, 1961, at Society Headquarters. At- 
tending were: Dr. Russell V. Buxton, Dr. 
Allen Barker, Dr. Harry J. Warthen, Dr. 
Mack I. Shanholtz, Dr. Fletcher J. Wright, 
Jr., Dr. Paul Hogg, Dr. K. K. Wallace, Dr. 
Thomas W. Murrell, Jr., Dr. A. Tyree Finch, 
Dr. William N. Thompson, Dr. Alexander 
McCausland, Dr. Dennis P. McCarty, Dr. 
James G. Willis, Dr. W. Fredric Delp and 
Dr. Richard E. Palmer. Also in attendance 
were: Dr. W. Linwood Ball, Delegate to 
AMA, Dr. Kinloch Nelson, Vice Speaker of 
the House of Delegates, and Mr. John B. 
Duval, attorney for the Society. Represent- 
ing the Virginia Medical Service Association 
were: Dr. William Grossmann, Dr. George 
Cooper, Jr., Dr. Frank Daniel, Mr. Robert 
C. Denzler and Mr. Roy Battista. 

Dr. Horsley opened the meeting by re- 
questing each District Councilor to meet 
with delegates some time before the Annual 
Meeting. This has been done in the First 
District for several years, and has proved 
most helpful to the delegates. Such meetings 
are used to discuss the various matters which 
will, in all probability, be considered by the 
House in October. 

Dr. Grossmann was then requested to ac- 
quaint Council with the thinking of the 
Virginia Medical Service Association on the 
question of whether Blue Shield should pay 
for services provided by doctors of podiatry, 
doctors of osteopathy and doctors of dental 
surgery. Dr. Daniel, chairman of a special 
Blue Shield committee studying the matter, 
stated that Blue Shield exists to serve the 
community rather than physicians. He 
stated that it is difficult for many to under- 
stand why they are not covered when they 
go to practitioners licensed by the Board of 
Medical Examiners. Brought out also was 
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the fact that under the new Blue Shield 
contracts for government employees, such 
services are provided. It was Dr. Daniel’s 
hope that his committee’s recommendation 
to pay for such services would be approved. 

During the ensuing discussion a number 
of questions were raised concerning effective 
controls and anticipated costs. Less than 
$50,000 has been paid out for such services 
over a three year period—such services hav- 
ing been provided as an extra-contractual 
arrangement. A question was also raised as 
to whether this would, in effect, put the 
Society in the position of approving pro- 
fessional consultations with osteopaths. 

A motion was then introduced recom- 
mending that the previous stand of Council 
be reaffirmed and no further action taken. 
During the discussion period, several mem- 
bers indicated a desire to first obtain an 
expression from their colleagues at home. 
The original motion was then withdrawn 
and a new motion to table the matter until 
the next Council meeting on October 8 was 
seconded and adopted. 

It was stated that those members of the 
dental profession performing oral surgery 
were currently being paid—the question 
having been cleared by the Blue Shield at- 
torney. It was also mentioned that the 
Virginia Medical Service Association need 
have no fear of being required to include 
chiropractors and naturopaths in its con- 
tracts. It was further explained that doctors 
of osteopathy and podiatry would not be- 
come participating members of the plan. 

Considered next was a request that 
Council advise the Virginia Medical Service 
Association whether it would approve a no- 
income-limit contract. It was stated that 
contracts containing income limits have no 
wide appeal, and that no-income-limit con- 
tracts would be good from both a competi- 
tive and public relations point of view. It 
was explained that while Blue Shield was 
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originally designed to afford protection to 
low income groups, changing conditions 
have outmoded this concept. The feeling 
was expressed that many physicians would 
hesitate to accept a no-income-limit con- 
tract and thereby give up their last pre- 
rogative in the matter of setting fees. 

It was then moved and seconded that 
Council take no action on the matter of 
no-income-limit contracts at this time. The 
motion carried. 

Dr. Cooper then advised Council that the 
question of whether payments should be 
made by Blue Shield for services provided 
by interns and residents is of great concern 
to teaching hospitals. It was brought out 
that it is impossible for members of the 
teaching staff to personally perform all pro- 
cedures, and that the various departments 
are actually being deprived of what many 
consider legitimate fees. It was also stated 
that there are many patients who actually 
respond better to clinical treatment. Also 
brought out was the fact that interns and 
residents are permitted, under certain con- 
ditions, to practice within their hospitals. 

Council was then advised that the Com- 
mittee on Medical Service had reviewed this 
question and had recommended that Blue 
Cross and Blue Shield continue to follow the 
previously established policy of non-pay- 
ment of fees to interns and residents. A 
motion to accept the recommendation of 
the Medical Service Committee was seconded 
and adopted. 

Next on the agenda was a resolution from 
the Medical Service Committee recommend- 
ing that the Society seek more adequate 
representation on the Boards of all Blue 
Cross and Blue Shield plans in Virginia. The 
Society is officially represented only on the 
Board of the Virginia Medical Service Asso- 
ciation (Richmond Plan)—to which it ap- 
points twelve members annually. It was 
brought out, however, that the Society is 
represented indirectly through members of 
component societies who serve on the various 
Boards. It was generally agreed that the 
Medical Service Committee resolution had 
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much to commend it, and it was moved that 
it be approved. The motion was seconded 
and carried. 

There followed considerable discussion as 
to whether the Society should advocate the 
co-insurance principle as a deterrent to uti- 
lization. It was pointed out that a manda- 
tory $50 deductible contract would pose 
definite hardships on Blue Cross, and the 
thought was expressed that Council should 
not go on record in this regard. It was the 
consensus, however, that it would be all 
right for Council to endorse the co-insur- 
ance principle as merely one measure to 
combat over-utilization. The motion was 
then adopted endorsing co-insurance in 
principle only—leaving the degree of pro- 
motion to Blue Cross Boards. 

Council then heard a report on a sugges- 
tion by Dr. Graves that temporary mem- 
bership be granted non-citizen physicians. 
Dr. Graves had earlier in the year pointed 
out that foreign physicians must become 
citizens within seven years or have their 
licenses revoked. Thus, the Society could 
have some members not licensed to practice 
in the State. It was brought out that licen- 
sure per se was not a requirement for mem- 
bership as set forth in the Constitution and 
By-Laws. The Society currently has mem- 
bers who hold administrative positions and 
whose licenses to practice are not in force. 

It was agreed that, unless some definite 
need developed, the Constitution and By- 
Laws should remain unchanged. A motion 
to this effect was seconded and adopted. 

Council then considered the advisability 
of seeking a change in Virginia law which 
would permit physicians to form medical 
corporations for the purpose of obtaining 
tax and pension benefits. Dr. McCausland 
read a statement which had been prepared 
by Dr. John A. Martin, Roanoke, pointing 
out why such action should be taken. Mr. 
Duval stated that the present Medical Prac- 
tice Act represented a formidable barrier 
to such corporations, and that the General 
Assembly would probably want a VALC 
study before taking any definite action. 
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There was some question as to whether Vir- 
ginia’s lawyers wanted such legislation. Mr. 
Duval went on to say that although such 
corporations would enjoy certain group in- 
surance and personal liability advantages, 
there were many angles to consider. A mo- 
tion was offered referring the matter to the 
Legislative Committee, but then withdrawn. 

Upon being informed that an effort was 
being made to obtain as much information 
as possible on the subject, it was moved that 
a special ad hoc committee be appointed by 
the President to study the matter and report 
back to Council next year. The motion was 
seconded and adopted. 

Dr. Warthen acquainted Council with the 
special Civil War Centennial issue of the 
Virginia Medical Monthly to be published 
in October. He anticipated a large demand 
for reprints, and requested the Society’s as- 
sistance in helping defray the expense in- 
volved. It was learned that the first 1,000 
reprints would cost $437 and that an addi- 
tional 2,000 copies would run the total cost 
to $750. It was Dr. Warthen’s suggestion 
that the Society contribute $500 for this 
purpose and that an effort would be made 
to have the Confederate Medical Exhibit 
contribute the remaining $250. A motion 
to this effect was adopted. 

Dr. Warthen then discussed a request by 
the Virginia Academy of General Practice 
that it be permitted to rent the other front 
office on the second floor of the Headquar- 
ters Building. The Academy had proposed 
a rate of $25 per month. It was mentioned 
that Council had set $3 per square foot as 
the basis for determining rent within the 
building, and this would fix the rental for 
the office at just under $50. The Academy 
is currently paying $75 per month for one 
front office and a workroom. Dr. Warthen 
felt that a total of $120 per month for the 
three rooms would be fair. No rent would 
be charged on a small entrance area which 
is also being utilized to some extent. Every- 
one agreed that it was most desirable to have 
the Academy in the Headquarters Building 
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and it was reported that the two staffs work 
unusually well together. 

It was then moved that a competent au- 
thority be consulted concerning a desirable 
rate, and that the House Committee then 
exercise its own judgment. The motion was 
seconded and adopted. 

Considered next was a resolution which 
would increase from $10 to $25 the fee paid 
medical examiners for investigations of 
deaths subject to Medico-Legal inquiries. 
The resolution was being brought before 
Council by Dr. Palmer at the request of 
Dr. Geoffrey Mann, Chief Medical Exam- 
iner. It was learned that similar legislation 
was introduced in the last session of the 
legislature, but did not pass. There was gen- 
eral agreement that the fee should be in- 
creased, and a motion to adopt the resolution 
was passed. 

Council’s attention was directed to a re- 
quest from the Medic Alert Foundation for 
approval. This Foundation is endeavoring 
to establish a universally recognized emblem 
showing that the wearer has a medical prob- 
lem that must be recognized in an emer- 
gency. Several state medical societies were 
reported to have approved the Foundation’s 
work. Although feeling that it is perhaps a 
bit early to issue a blanket approval of any 
one organization in the field, it was moved 
and passed that the work of the Foundation 
be fully approved in principle. 

Council then gave consideration to a reso- 
lution from the Committee on Mental 
Health asking that careful thought be given 
to possible disadvantages arising from the 
use of public funds in the construction of 
psychiatric hospitals which would permit 
treatment of private patients. A question 
was raised as to whether the same thing is 
not being done in connection with the Hill- 
Burton hospital construction program. The 
feeling was expressed that more information 
should be sought from the Committee be- 
fore taking any definite action. A motion 
to refer the matter back to the Committee 
on Mental Health was adopted. 

Next to be considered was a request from 
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the National Society for Medical Research 
for increased financial support. The Society 
has made an annual contribution of $150 
for many years. The National Society for 
Medical Research leads the battle against the 
various anti-vivisectionist groups. It was 
moved that the annual contribution of $150 
be continued and that an additional $100 
be contributed during fiscal year 1961-62. 
The motion carried. 

Council then heard a request that the 
Society restate its position on legislation 
having medical implications. This would 
include such items as Kerr-Mills, King-An- 
derson and social security coverage for phy- 
sicians. It was agreed that the Society should 
also express itself on non-medical legislation 
which would greatly influence our way of 
life. This might well include such matters 
as Federal aid to education, etc. It was 
moved that a series of resolutions be pre- 
pared for consideration by Council on Oc- 
tober 8. The motion carried. 

Next on the agenda was a request from the 
Virginia State Chamber of Commerce that 
$25 be contributed to its building fund. 
The Chamber has recently contracted to 
purchase a new headquarters building at 611 
East Franklin Street, Richmond. A motion 
to contribute $25 to the fund was adopted. 

A resolution from the Patrick-Henry 
Medical Society was read. The resolution 
would have the Society take all necessary 
steps to have the General Assembly adopt 
legislation designed to implement provisions 
of the Kerr-Mills bill. During the ensuing 
discussion, it was suggested that perhaps an 
article which appeared in Look Magazine 
(A Family Doctor Looks at Socialized Med- 
icine) should be distributed to all members 
of the General Assembly. It was then pro- 
posed that a legislative booth be featured 
at the Annual Meeting and that all available 
material on Kerr-Mills, King-Anderson, etc., 
be available. The booth would be manned 
by Mr. Richard Nelson of AMA and mem- 
bers of the Society’s Committee on National 
Legislation. Suggested letters to Congress- 
men would also be available. 
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A motion directing the preparation of 
such a booth was adopted. 

Next on the agenda was a request by the 
A. H. Robins Company that Council recon- 
sider the proposal to sponsor an annual 
community service award for Virginia phy- 
sicians. It was learned that the award is 
now being sponsored by several state socie- 
ties and under consideration by several 
others. The award was reported to be free 
of any advertising and designed to assist in 
re-establishing the doctor in his rightful 
place in the community. The thought was 
advanced that it might be well to contact 
the Florida Medical Association, and perhaps 
one other, in an effort to learn their experi- 
ence with the award. This information 
would then be presented to Council on Oc- 
tober 8. A motion to this effect was adopted. 

Council was then advised that the Vir- 
ginia State Nurses Association had sided 
with the American Nurses Association in 
supporting the social security approach to 
health care of the aged. It was also learned 
that the Nurses Association had objected 
strenuously to a pamphlet on medical as- 
sistants which had been prepared by the 
Virginia Council on Health and Medical 
Care and financed by The Medical Society 
of Virginia. The pamphlet had been pre- 
pared for use in the Council’s recruitment 
program. The nurses had objected to a pic- 
ture showing a medical assistant wearing a 
cap and also to the title “The Vital Link”. 

It was moved that the State Nurses Asso- 
ciation be written to the effect that Council 
noted with regret that the Association did 
not see fit to support the Society in its oppo- 
sition to the King bill. The motion carried. 

It was also moved that the Virginia Coun- 
cil on Health and Medical Care be asked to 
reconsider its decision not to distribute the 
pamphlet on medical assistants. This motion 
likewise carried. 

In an effort to combat rumors in Wash- 
ington that AMA policies are not supported 
by the majority of American physicians, the 
Society was requested to adopt a resolution 
voicing support of AMA by its members. 


677 


| 
| 
| 
: 


It was moved and passed that such a resolu- 
tion be prepared. 

A request from the Norfolk County 
Medical Society that the Society seek enact- 
ment of a “Good Samaritan” law was con- 
sidered. It was stated that Dr. Haddock and 
Dr. Hagood had introduced such a bill in 
the last session of the General Assembly, but 
it was not reported out of committee. Such 
a law would relieve a physician of liability 
for civil damages as a result of any acts or 
omissions in rendering care at the scene of 
an emergency. 

It was moved that the Legislative Com- 
mittee seek enactment of such a bill in the 
next session of the General Assembly. The 
motion carried. 

Upon being informed that all efforts to 
contact Danny Kaye in connection with the 
Society’s Medallion of Merit had failed, the 
Executive Secretary was directed to write 
Mr. Kaye that the award would not be made 
this year. 

Council was then advised that the Presi- 
dential address would this year be made at 
the opening session of the House of Dele- 
gates rather than during the annual banquet. 

A request was made that the Executive 
Secretary obtain as much information as 
possible on a hospital being planned for 
Tappahannock. There are many unanswered 
questions concerning this hospital, and it was 
believed wise to seek the answers. A motion 
approving the request was adopted. 

A question was then raised concerning 
whether, in the opinion of Council, the Vir- 
ginia Council on Health and Medical Care 
should include osteopaths in its recruitment 
program. The distribution of certain ob- 
jectionable literature was cited as a distinct 
possibility. It was decided that the matter 
should be taken under advisement. 

There being no further business, the meet- 
ing was adjourned. 


Rosert I. Howarp, Secretary 
APPROVED: 
Guy W. Horsey, M.D., President 


678 


AMA Institute 


The theme for the 1961 AMA Institute, 
held at the Hotel Drake, August 31st and 
September Ist, was “Medicine in Action”, 
and believe you me, this program lived up 
to its title. 

It was officially opened by Dr. F. J. L. 
Blasingame, Executive Vice President of the 
AMA, who talked on “ourselves”. He started 
off by explaining that the change in name 
to AMA Institute was arrived at because 
it was felt that a broader gauge program 
than just public relations, would be more 
beneficial. He stressed the fact that AMA 
has a unique capacity for leadership and 
liaison in all health and medical fields and 
that the benefits to both public and profes- 
sion are countless provided that AMA 
measures up to these opportunities and he 
assured us that with our continuous support 
and cooperation, such would be the case of 
AMA. 

Dr. Leonard Larson, President of the 
AMA, Bismarck, N. D., discussed AMA’s 
Greatest Challenge”, which he emphasized 
was the need to create an upsurge in leader- 
ship by all individual physicians and a new 
crusade for the best possible health of our 
people and concluded with the remarks that 
the most important contribution which 
physicians and lay executives can give to 
the profession is “themselves”. The individ- 
ual physician must be at the core of our 
medical thought, initiative and self-expres- 
sion that now must be exerted if the medi- 
cal profession, through the AMA, is to be 
the leader in a new crusade for the best 
possible health of our people. 

Leo Brown, Assistant to the Executive 
Vice President of the AMA, was unable to 
be present on Thursday, due to the death of 
his Mother-in-Law. However, Mr. Brown 
was present for Friday’s session and as has 
been the case in the past, his presence and 
comments added greatly to the effectiveness 
and enjoyment of the meeting. 

The Rev. Robert Varley, Rector of Salis- 
bury Parish, Salisbury, Maryland, gave a 
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most inspiring address for unity against so- 
cialized medicine. We were all cautioned 
that whereas the theme of the meeting was 
“Medicine in Action”, without the whole- 
hearted support and intensive work on the 
part of everyone concerned, this could be 
turned into, “Medicine Inactive”. Rev. Var- 
ley stressed the point that, although he was 
not a physician or a diagnostician, he felt 
probably one of the most important diseases 
to which the medical profession was afflicted 
was the “virus of apathy”, and informed us 
that men must be free to choose between 
“the pull of heaven” and “the tug of hell”. 
He concluded his remarks by stating that the 
public should be reminded of their God-given 
obligation of working with their own hands, 
rather than to have their hands stretched 
out to receive the beneficent crumbs from a 
super government, crumbs for which they 
have paid twofold through taxes hidden 
and undefined. He asked the question, “Is 
there any virtue in being a physician in a 
state-controlled medical system?” (The an- 
swer is written in the empty chairs in their 
medical schools.) “Is there any virtue in 
being a clergyman?” (In England only 10 
per cent of the population attends worship 
services) Varley concluded by saying that 
medicine can win the battle by leading the 
fight “in the streets where people live”. 
“Just as in the life of Jesus, you must first 
lead those whom you seek to serve.” 

Dr. William DeMougeot, Professor of 
Speech, North Texas State University, Den- 
ton, Texas, delivered a masterful presenta- 
tion on evaluating the case against socialized 
medicine. He stressed the importance of the 
medical profession using more logic and less 
emotion in its arguments against socialized 
medicine. He offered the following points 
as standard debating principles: (1) Avoid 
exaggeration. Do not use figures too loosely 
or claim too much for your side. (2) Be 
careful about omissions. In debate situations, 
the opposition may use your omission against 
you. (3) Watch out for inconsistencies. 
Before using material to support one idea, 
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be sure that it does not help the opposition 
with another argument. (4) Try to use 
only those arguments that have logical valid- 
ity. Dr. DeMougeot suggested some points 
for physicians to consider in building a more 
effective case against socialized medicine. 
(1) When discussing costs of medical care, 
keep in mind that the public readily will 
get their TV sets repaired but they have a 
natural resentment towards paying for a 
visit to the doctor. (2) A “‘means test” is 
a lesser evil than to have all join a plan to 
save embarrassment for a few. (3) Argu- 
ments based on fear will be much less effec- 
tive if the needs become greater, through 
rising costs or a depression that reduces in- 
come. (4) A time payment system such as 
is common in business, would take the sting 
out of large medical bills. (6) A broader 
definition of medical indigence to make 
more people eligible for local and state aid 
helps. Dr. DeMougeot suggested that cam- 
paigns by medical societies to bring physi- 
cians’ charges more in line with insurance 
allowances would forestall much of the dis- 
satisfaction with voluntary health insurance. 

After a delightful and welcome “coffee 
break”, there was much discussion regard- 
ing ““How to Counter Criticism”. This was 
spearheaded by Jim Reed, New Director of 
AMA Communications Division. As you 
will recall, Jim Reed was the first editor of 
AMA News. 


After a very delightful luncheon, we 
were honored with the presence of Mrs. 
Harlan English, President of the Woman’s 
Auxiliary of the AMA, who gave a most 
inspiring talk. 

The afternoon session was devoted to such 
subjects as, “When Medical Societies Imple- 
ment AMA Programs” and “Teamwork in 
Community Action”. During these discus- 
sions, we were favored by an inspiring ad- 
dress by Bob Conger, President of the United 
States Junior Chamber of Commerce. 

At 5:30 P.M., we were all favored with 
a delightful reception in the Gold Coast 
Room after which we were left on our own 
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to go out and partake of steaks for which 
Chicago is famous. 

On Friday morning, Dr. F. J. L. Blasin- 
game, Executive Vice President of the AMA, 
gave us some important points on the 
“AMA—Today and Tomorrow”, followed 
by the “AMA—Center Stage” and the “Ex- 
panding Scientific Programs”, which was 
moderated by Mr. Charles Johnson, AMA 
Field Service Division. 

At mid-morning, we were honored with 
a Radio-TV Roundtable discussion on Medi- 
cine, moderated by the one and only Alex 
Dreier. 

In case you have not had the privilege or 
pleasure of hearing Dr. Hugh Hussey, 
Chairman of the AMA Board of Trustees, 
you have missed a real treat. Following our 
luncheon, Dr. Hussey made some remarks 
concerning the AMA and I regret that I 


American physicians are preparing to 
move into the forefront of a concerted cam- 
paign against mental illness and for better 
mental health for all. One of the major 
activities of the new campaign will be the 
First American Medical Association Con- 
gress on Mental Health, to be held in co- 
operation with the American Psychiatric 
Association, tentatively set for June, 1962, 
in Chicago. 

To begin talks leading toward a program 
for the Congress, a preliminary planning 
conference was held in Chicago Sept. 29- 
Oct. 1. Some 150 key individuals interested 
in and knowledgeable in specific areas con- 
cerned with mental health and mental illness 
attended the planning conference. 


Better Mental Health 


cannot adequately convey to you the intent 
and import of his remarks. 

Following the luncheon, there was the 
official adjournment but during the after- 
noon, there were informal roundtable dis- 
cussions with AMA departments on specific 
programs and showing of films. 

I regret that this report has been rather 
sketchy and I assure you that it has most 
inadequately covered such an important 
meeting. In closing, I wish to again urge 
the President, President-Elect and Chair- 
man of the Public Relations Committee of 
all State and local medical societies, when- 
ever possible, to plan to attend the 1962 
AMA Institute as I assure you that it is only 
by personal attendance that you can ade- 
quately realize the magnitude of the duties, 
workings and accomplishments of our AMA. 

JoHN Wyatt Davis, Jr., M.D. 
Chairman, PR Committee 


The planning conference sought to iden- 
tify areas and methods in which physicians 
and the A.M.A. can provide additional sup- 
port to catalyze the development of pro- 
grams for community and hospital services, 
research and in professional and lay educa- 
tion. 

Suggestions stemming from the planning 
conference will be presented to mental health 
representatives of state medical associations 
at a meeting in early February, 1962, for 
their consideration. 

Leo H. Bartemeier, M.D., of Baltimore, is 
chairman of the A.M.A.’s Council on Men- 
tal Health. M. Ralph Kaufman, M.D., of 
New York City, is chairman of the planning 
committee. 
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Editorial... 


Russell von Lehn Buxton 


D* RUSSELL von LEHN BUXTON of Newport News, Virginia, 
was named President-Elect of The Medical Society of Virginia at 
the 113th annual meeting, held in Richmond, Virginia, October 4, 1961. 


He was born in Newport News, June 13, 1908, son of Helen (von 
Lehn) Buxton and Dr. Joseph Thomas Buxton, founder of the Elizabeth 
Buxton Hospital and School of Nursing. It was in this same hospital that 
Dr. Russell Buxton first became acquainted with and interested in the 
old and honorable profession of Medicine. 


RussELL VON LEHN Buxton, M.D., President 
The Medical Society of Virginia 


After finishing grammar school in Newport News, he attended the 
Episcopal High School in Alexandria, Virginia, graduating in 1925. 
From there, he continued his education through four years at Princeton 
and began medical studies at the University of Pennsylvania in 1929, 
and it was here in 1933, after maintaining a high scholastic rank for 
four years, that he was awarded a degree in Medicine. Immediately 
thereafter, Dr. Buxton entered into three years of service at the Phila- 
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delphia General Hospital where he became Chief Resident in Obstetrics 
and Gynecology. His next year was to have been spent at the Cleveland 
Clinic, but after serving only ten months of his Fellowship, his father’s 
strength failed to such a degree as to necessitate the son’s return home 
to relieve the father of much of his work in surgery and hospital man- 
agement. From 1937 to 1940, he was acting Surgeon-in-Chief at Eliza- 
beth Buxton Hospital in Newport News and also Assistant Instructor 
in Gynecology at the Medical College of Virginia from 1939 to 1940. 
In that same year, following the death of his father, Dr. Buxton became 
the Surgeon-in-Charge at Elizabeth Buxton Hospital, a position he occu- 
pied until this institution was sold to the Order of the Bernardine Sisters 
and renamed, “Mary Immaculate Hospital”. It was at this time, he 
became associated with Dr. Sandidge Evans, in the practice of Surgery 
and Gynecology, an association which still exists at the present date. 


When his career permitted, Dr. Buxton indulged his spare time sail- 
ing, a sport he found to be an enjoyable and invigorating diversion and 
he served two terms as Commodore of the Hampton Yacht Club. His 
memberships also included the North American Yacht Racing Union, 


Chesapeake Bay Yacht Racing Association and the James River Country 
Club. 


During a busy career as father, teacher, physician and community 
civic leader, Dr. Buxton has closely identified himself with every level 
of organized medicine. His contributions to medical literature consist 
of more than a score of papers and other articles which have appeared 
in many medical journals. In addition to being an active member in 
the American Medical Association, he is a past president (1949-1950) 
of the Peninsula Academy of Medicine; Vice-president of The Medical 
Society of Virginia (1959-1960); Vice-president of the Virginia Sur- 
gical Society (1959-1960) ; President of the Tri-State Medical Associa- 
tion (1949-1950) ; President of the Seaboard Medical Association (1949- 
1950) and member of the American Board of Surgery, International 
College of Surgeons and Fellow American College of Surgeons. He is 
also an active member in good standing on the staffs of Riverside and 
Mary Immaculate Hospitals in Newport News, and Chief of Surgical 
Staff, Dixie Hospital, Hampton, Virginia. 


Dr. Buxton has given his time, energy and knowledge unselfishly to 
religious and civic organizations, among which, he is a member of the 
St. Paul’s Episcopal Church, past president of the Board of Trustees of 
the Hampton Roads Academy, a member of the National Rehabilitation 
Association, the Peninsula Rose Society and the City Council of Newport 
News. He is looked upon with respect and fond admiration, by his 
professional associates and has distinguished himself as a citizen in his 
community. 


The Medical Society of Virginia honors Dr. Russell von Lehn Buxton 
with its highest office and the inspiration and leadership of this fine 
physician, in turn, honors The Medical Society of Virginia. 


A. A. Creecy, M.D. 
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Society Activities... 


Southwest Virginia Medical Society. 


At the fall meeting of this Society held 
in Radford on September 27th, Dr. Marcel- 
lus A. Johnson, III, Roanoke, was elected 
to succeed Dr. James A. Soyars, Saltville, as 
president. Other officers elected are: Dr. 
Fred Delp, Pulaski, vice-president; Dr. 
Thomas Green, Bristol, re-elected secretary- 
treasurer. Dr. William Walton, Pulaski, and 
Dr. Garrett Dalton, Radford, were elected 
to the Executive Committee. 

At the afternoon session, Dr. Eric Schelin, 
Richmond, conducted a panel discussion on 
The Common Problems of Obstetrics and 
Gynecology. Other participants were Dr. 
Davis W. Branch, Roanoke, and Dr. Theron 
Haas, Radford. Others on the scientific 
program were Dr. Richard O. Smith, Pu- 
laski, who spoke on The Lay Primer of 
Ophthalmology; Dr. Kenneth Graves, Roa- 
noke, his subject being Drug Induced An- 
gina; and Dr. James G. Snead, Roanoke, 
who discussed Roentgen Diagnosis and Le- 
sions of the Rectum. 

The after-dinner speaker was Dr. Harry 
J. Warthen, Richmond, who talked on the 
Wounding and Death of Stonewall Jackson. 


Augusta County Medical Society. 


Dr. William G. Painter, Ft. Defiance, 
was elected president of this Society at its 
meeting in September. 

Dr. Charles Frankel, University of Vir- 
ginia, was guest speaker, his subject being 
Changing Trends in Litigation. 


Norfolk County Medical Society. 


Dr. Mason Andrews has been installed as 
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president of this Society, succeeding Dr. 
John Franklin. Other officers are: president- 
elect, Dr. John Thiemeyer; vice-president, 
Dr. Alter Laibstain; treasurer, Dr. William 
Hotchkiss; recording secretary, Dr. Meyer 
I. Krischer; corresponding secretary, Dr. 


James M. Wolcott, Jr.; and councillor, Dr. 
Robert Gahagan. 


Alleghany-Bath Medical Society. 


At a meeting of this Society on September 
20th, Dr. Armistead Williams, Clifton 
Forge, was elected president; Dr. William P. 
Fletcher, Covington, vice-president; and 
Dr. George N. Chucker, Clifton Forge, re- 
elected secretary-treasurer. 


The Medical Association of the Valley of 

Virginia 

Held its annual meeting and clinical ses- 
sion September 16-17 at The Homestead, 
Hot Springs, under the presidency of Dr. C. 
I. Sease, Jr., Harrisonburg. 

The following scientific program was 
presented: Diagnosis and Treatment of Liver 
Diseases by Dr. Charles M. Caravati, Rich- 
mond; Varying Insulin Regimes in the Diffi- 
cult Diabetic by Dr. William B. Jordan, 
Richmond; The Treatment of Fractures of 
the Hip by Dr. James T. Tucker, Rich- 
mond; The Use of Steroid Drugs in Pediat- 
rics by Dr. Walter E. Bundy, Richmond; 
Antibiotics and Their Use by Dr. Calvin M. 
Kunin, University of Virginia; and Differ- 
ential Diagnosis of Functional and Organic 
Diseases by Dr. Perry S. MacNeal, Univer- 
sity of Pennsylvania Medical School. 
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Nens.... 


New Members. 


Since the list published in the October 
issue of the Monthly, the following new 
members have been received into The Medi- 
cal Society of Virginia: 


Rene Altamirano, M.D., Roanoke 
Douglas E. Andrews, M.D., 
Tappahannock 
Jacques E. Botton, M.D., Lynchburg 
Basil Thomas Harter, M.D., Bristol 
Hans J. Klapproth, M.D., Arlington 
John Addison Mathews, M.D., 
Appomattox 
Jose Navarrete, M.D., Falls Church 
William King Orr, M.D., Fishersville 
Lee John Paul, M.D., Abingdon 
Werner Prinz, M.D., Arlington 
Sam N. Rizkalla, M.D., Hampton 
R. Nito Santiago, M.D., Ivanhoe 
William Shapiro, M.D., Richmond 
Martin Lawrence Stoker, M.D., Arlington 


Board of Medical Examiners. 


The next meeting of the Board will be 
held at the Hotel Richmond, Richmond, on 
December 4th at 1:00 P.M. The examina- 
tions will begin on December Sth at 9:00 
A.M., at the Hotel and will continue 
through the 8th. 


Doctor Diplomats. 


Five physicians from Tulsa, Oklahoma, 
members of the First Presbyterian Church, 


have given up their practices for six-week 


periods to serve voluntarily at the Miraj 
Medical Center in Miraj, India. The first 
of the group of volunteer physicians flew 
to Miraj in mid-August and returned the 
end of September, when the next doctor 
made the trip. Funds for medical equipment, 
transportation and other expenses were 
raised through church and public contribu- 
tions. 
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Other groups of American physicians are 
also becoming interested in the possibility 
of initiating a similar venture in their own 
communities. A large number of doctors 
have written the American Medical Asso- 
ciation demonstrating their interest and 
willingness to serve in foreign medical fields 
on a temporary basis. The new depart- 
ment of International Health of the Asso- 
ciation administers a program approved last 
June by the House of Delegates whereby 
members of the A.M.A. may volunteer for 
service in the foreign mission fields on a 
temporary basis when emergencies arise. 
Cooperating in this program are missionary 
agencies representing every denomination 
sponsoring American medical missionaries. 

Physicians interested in volunteering for 
such service are asked to write directly to 
the A.M.A. Department of International 
Health, 535 North Dearborn Street, Chi- 
cago 10, Illinois. 


Dr. A. Ray Dawson, 


Richmond, has been elected to the Board 
of Directors of the National Rehabilitation 
Asseciation. He was named at the close of 
the convention in San Francisco in October. 
Dr. Dawson is chief of physical medicine 
and rehabilitation at McGuire Veterans Ad- 
ministration Hospital. 


Dr. William Grossmann, 


Petersburg, has been re-elected president 
of the State Amateur Athletic Union. 


Dr. Leta J. White, 
Gaffney, South Carolina, has been asked 


to assist in a critical emergency in the 
Southern Baptist Medical Center in Ghana, 
West Africa. She left October 3rd and will 
be working in that center for six months. 
Dr. White practiced pediatrics in Petersburg 
until 1957, when she left for a year of serv- 
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ice in the Baptist Hospitals in Nigeria, West 
Africa. Upon her return to the States, she 
opened her office in Gaffney. 


Sheltering Arms Hospital Donation Day. 


Donation Day for Sheltering Arms Hos- 
pital, Richmond, will be November 9th. In 
order to meet a $400,000 annual operating 
budget, the Hospital needs $166,000 in con- 
tributions. Since 1899, Sheltering Arms has 
maintained its original purpose and ideals: 
to provide hospital care for those unable to 
pay for it, and to make its patients feel they 
are welcome guests. It costs over a thousand 
dollars a day to provide care for the ill in 
this hospital that serves alike patients from 
all over the State. 

Sheltering Arms is Virginia’s only free 
general hospital and it is dependent upon its 
friends to continue its operation. A dona- 
tion should be sent to the hospital at 1008 
East Clay Street, Richmond. 


Dr. Paquin Honored. 


Dr. Albert Paquin, Jr., University of Vir- 
ginia, recently took up-to-date information 
on urology to a group of Colombian special- 
ists. He was one of two specialists from this 
country conducting a two-week postgrad- 
uate course in urology at the San Juan de 
Dios Hospital in Bogota. It was the first 
postgraduate course ever given there in any 
specialty. 

Dr. Paquin was presented with a large 
silver tray engraved with this inscription: 
From the National University of Colombia, 
Faculty of Medicine in Bogota for the Post- 
graduate Course in Urology, this gift is 
given to Senor Dr. Albert J. Paquin, Jr., 
as a testimony of appreciation, admiration 
and respect. 


The Bureau of Narcotics 


Has issued the following information: 


“The matter of permitting wholesale drug 
company salesmen to obtain order forms for 
narcotic drugs and telephone the order to 
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the company has given the Bureau a great 
deal of concern. 

“Certainly the Bureau does not want to 
relax control measures to such an extent 
that diversion is made easy. Neither do we 
wish to impose controls which are needless 
and unduly restrictive. Perhaps within the 
limits of a city where the salesman reports 
into the company at the end of a day and 
turns in the order forms for which the 
narcotic drugs were delivered, and placing 
the full responsibility for the proper filling 
of order forms on the registrant, there could 
be no valid objection. On the other hand, 
if wholesale dealers want to extend the priv- 
ilege to their salesmen who may travel sev- 
eral hundred miles away from the company 
shipping office, we think there is a greater 
danger for conversion. 

“If the wholesale dealers are willing to 
accept the full responsibility attendant upon 
the filling of order forms before they have 
been received in the shipping department, 
the Bureau will interpose no objection. We 
are of the opinion that legally it is not a 
violation of the federal narcotic law or reg- 
ulations for the salesmen of a wholesale 
dealer to obtain the order form of a cus- 
tomer and telephone the order into his com- 
pany which then makes delivery, with the 
company, of course, being held fully ac- 
countable for compliance otherwise with 
the federal narcotic law.” 


“The representatives of a wholesale drug 
and biological firm are inviting each local 
M.D. that they call on in a nearby state to 
fill out a narcotic blank for 100 phenaphen 
with codeine capsule. These orders are taken 
by the representatives and sent to their com- 
pany. The orders are then filled free of 
charge. The representatives are playing up 
the ‘Phenaphen with codeine for your bag’ 
bit and seem to be doing pretty well at it. 
In other cases the representatives are asking 
the doctors to write a script for 100 phena- 
phen plus, having the script filled at the drug 


stores, and giving them to the doctors at 
no charge.” 
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Dr. Maurice Santurian, 


Pound, has been commissioned a Ken- 
tucky Colonel. It is traditional to select 
people who have given many hours of pub- 
lic service to the community to be presented 
with this commission. Dr. Santurian was 
cited for his work with the people of East- 


ern Kentucky as well as in the Pound area. 


Dr. L. O. Fears, 


Front Royal, has been appointed director 
of the Clarke-Frederick-Page-Rappahan- 
nock-Warren-Winchester Health Director. 
He began his duties on the Ist of September. 


Cancer Chemotherapy Workshop. 


This workshop, sponsored by the Univer- 
sity of Virginia School of Medicine and the 
American Cancer Society, Virginia Division, 
will be held at the University, November 
17th and 18th. 

On the 17th, the following program, be- 
ginning at 9:00 A.M., will be presented: 
Treatment of Lymphomas by Dr. David A. 
Karnofsky, Associate Professor of Surgery, 
Cornell University School of Medicine; 
Perfusion for Chemotherapeutic Agents 
for Tumors of the Pelvis and Extremities 
by Dr. Robert F. Ryan, Associate Professor 
of Surgery, Tulane University School of 
Medicine; Infusion Therapy in Cancer of 
the Head and Neck by Dr. T. Crandall 
Alford, Associate Professor of Surgery, 
George Washington University School of 
Medicine; a Panel Discussion with Dr. Vin- 
cent Hollander, Professor of Internal Med- 
icine, University of Virginia, as moderator; 
Drug Resistance by Dr. Arnold D. Welch, 
Chairman, Department of Pharmacology, 
Yale University School of Medicine; The 
Use of Autogenous Bone Marrow Trans- 
plants in Conjunction with Systemic Chem- 
otherapy in the Treatment of Cancer by 
Dr. David M. Hume, Chairman, Depart- 
ment of Surgery, University of Virginia; 
and Adjuvant Chemotherapy in Treatment 
of Breast Cancer by Dr. Stephen G. Econo- 
mou, Associate Professor of Surgery, Uni- 
versity of Illinois School of Medicine. 
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On the 18th, those persons interested in 
the medical aspects of Chemotherapy will 
meet in the Medical School Amphitheater 
where a detailed discussion of the biochemi- 
cal functions of the alkylating agents and 
related compounds will be conducted in in- 
formal fashion by Drs. Welch, Karnosky 
and Hollander. Those interested in the sur- 
gical application will meet in the Tumor 
Clinic Amphitheater for a series of discus- 
sions conducted by Drs. Ryan, Hume and 
Economou. 


Doctor’s House Call 


Dr. James Rogers Fox is the author and 
narrator of the medical series “Doctor’s 
House Call” which is broadcast each week- 
day, Monday through Friday, at 11:53 A.M., 
over radio station WRVA, Richmond. Dr. 
Fox is a past chairman of the A.M.A. Radio- 
TV Committee and the program has been 
endorsed by and produced in cooperation 
with the American Medical Association and 
has the approval of the local medical society. 

Subjects include brief discussions of com- 
mon medical problems and the program is 
closed with the advice “Consult your physi- 
cian”. 

This broadcast is being sponsored by the 
Peoples Drug Stores. 


Office Space Available. 


For rent office space to share with obste- 
trician-gynecologist in beautiful new, air- 
conditioned medical building in Northern 
Virginia, Annandale. Excellent opportunity 
for general practitioner, ophthalmologist, 
ENT, neurologist or psychiatrist. These spe- 
cialties are not represented in whole area. 
New Fairfax Hospital and Arlington Doc- 
tors Hospital only a few minutes away. Tel- 
ephone Clearbrook 6-0900, Annandale, Vir- 
ginia. (Adv.) 


For Sale. 


Retiring from practice and have the fol- 
lowing office equipment for sale: Alcoe 
Steeline treatment table; Alcoe Steeline 
treatment stand sterilizer, 5x7x16; Light 
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cautery outfit; Procto-sigmoidoscope; Ex- 
amining lamp; Platform scales; Miscella- 
neous instruments; and Mahogany glass- 
covered desk with chair. In excellent condi- 
tion. Contact Dr. P. E. Thornhill, 832 Gates 
Avenue, Norfolk 17, Virginia. Phone 622- 
6711. (Adv.) 


Opportunity for Training in Physical 
Medicine and Rehabilitation. 


Two vacancies exist for residents in Phys- 
ical Medicine and Rehabilitation at McGuire 
VA_ Hospital, Richmond, Virginia. All 
training is fully integrated with Medical 
College of Virginia, providing formal rota- 
tion through MCV Hospital and participa- 
tion in specialty clinics. Salary up to 
$10,635 a year, depending on qualifications. 
Excellent fringe benefits. Write or call Dr. 


Obituaries .... 


Dr. William Lett Harris, 


Past President of The Medical Society of 
Virginia, died September 9th at his home 
in Norfolk. He was a native of Brunswick 
County and ninety years of age. Dr. Harris 
graduated from the Medical College of Vir- 
ginia in 1893 and located in Norfolk in 
1901, where he was one of two pioneers in 
pediatrics. He was a co-founder and phy- 
sician in charge of the Virginia Beach In- 
fant Sanitarium from 1895 to 1940. 

Dr. Harris had been an active member of 
The Medical Society of Virginia since 1896 
and was elected president in 1926. He was 
a member and past president of the Norfolk 
County Medical Society; charter member 
and past president of the Seaboard Medical 
Association; and a charter member of the 
Southern Medical Association and the Amer- 
ican Academy of Pediatrics. 

Dr. Harris was a former member of the 
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A. Ray Dawson, Chief, Physical Medicine 
and Rehabilitation Service, VA Hospital, 
Richmond, Virginia. (Adv.) 


Wanted. 


Obstetrician-Gynecologist associate, group 
practice. Two man obstetrical-gynecological 
service. Southwest Virginia. Very progres- 
sive financial scale. Boards not required. 
Apply to #10, care Virginia Medical 
Monthly, 4205 Dover Road, Richmond 21, 
Virginia. (Adv.) 


Situation Wanted 


In Doctor’s office. Bookkeeping, machine 
dictation, some shorthand. 2" years college. 
Good appearance and personality. Age 21. 


Prefer city. Contact Kate Henderson, Nas- 
sawadox, Virginia. (Adv.) 


Board of Visitors of the Medical College of 
Virginia. He also served as a member of the 
State Board of Medical Examiners and was 
medical director of the Norfolk Public 
Schools for fifteen years. 


His wife survives him. 


Dr. Garland Homes Carter, 


Beloved physician of Mecklenburg Coun- 
ty, died September 11th after a lingering ill- 
ness. He was ninety years of age and had 
practiced at Boydton for more than sixty 
years. Dr. Carter graduated from the Med- 
ical College of Virginia in 1893 and re- 
turned to his native county where he prac- 
ticed until his retirement eight years ago. 
He was a staff member of the Community 
Memorial Hospital and in earlier years was 
affliated with the Old Dominion Hospital 
in Richmond. He served as advisor to the 
Mecklenburg County Health Department. 
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Dr. Carter had been a member of The 
Medical Society of Virginia for sixty-four 
years. 

A daughter and two sons survive him. 


One son is Dr. Garland Norfleet Carter, also 
of Boydton. 


Dr. Noah Hageman Short, 


Prominent Norton physician, died Sep- 
tember 18th after a short illness. He was 
seventy-one years of age and a graduate of 
the University of Maryland, School of Med- 
icine, in 1916. Dr. Short built the Norton 
Clinic in 1938 and owned and operated the 
Park Avenue Hospital at the time of his 
death. 

Dr. Short was a Shriner, being a member 
of the Cyrene Commandery of Kazim Tem- 
ple, and he also belonged to the Odd Fel- 
lows. He had been a member of The Medical 
Society of Virginia since 1916. 

His wife survives him. 


Dr. James Van Allen Bickford, Jr., 


Well-known Norfolk pediatrician, died 
September 15th, at the age of fifty-seven. 
He received his medical degree from Johns 
Hopkins University in 1929 and located in 
Norfolk in 1934. He served as chief of 
pediatric service at the Norfolk General 
Hospital and Leigh Memorial Hospital until 
his retirement more than a year ago because 
of ill health. Dr. Bickford was a consultant 
to the public school administration and was 
on the advisory board of the Norfolk Ju- 
venile and Domestic Relations Court. 

Dr. Bickford has been a member of The 
Medical Society ot Virginia for thirty-one 
years. 

Two sons arid a daughter survive him. 


Dr. John Mason Bishop, 


Roanoke, died September 11th. He was 
sixty-three years of age and a graduate of 
the Medical College of Virginia in 1924. Dr. 
Bishop had practiced pediatrics in Roanoke 
for thirty-one years. He had been a member 
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of The Medical Society of Virginia since 
1925. 

Dr. Bishop is survived by his wife, a son 
and a daughter. 


Dr. Charles Conrad Freed, 


Retired Waynesboro physician, died Sep- 
tember 16th, after a long illness. He was 
sixty-one years of age and a graduate of the 
Medical College of South Carolina in 1925. 
Dr. Freed specialized in diseases of the eye, 
ear and nose. He was a member of the med- 
ical staff of the Waynesboro Community 
Hospital. 

Dr. Freed was a Mason and a past presi- 
dent of the Waynesboro Rotary Club. He 
had been a member of The Medical Society 
of Virginia for thirty years. 


His wife, two daughters and a son survive 
him. 


Dr. George Edmund Stone, 


Superintendent of DeJarnette State Sana- 
torium, Staunton, died September 27th. He 
was fifty-eight years of age and received his 
medical degree from the Medical College of 
Virginia in 1930. Dr. Stone joined the staff 
of Western State Hospital shortly after his 
graduation and was transferred to DeJar- 
nette Hospital, where he was appointed su- 
perintendent in 1951. 

Dr. Stone was a past president of the 
Augusta County Medical Society and had 
been a member of The Medical Society of 
Virginia since 1932. 

His wife and a son survive him. 


Dr. Adkerson. 


Wuereas, Dr. Wilfred Clyde Adkerson, a beloved 
member of the Lynchburg Academy of Medicine de- 
parted this life on July 5, 1961, and 

Wuereas, we feel keenly the great loss, we have 
suffered in his passing and desire to pay tribute to 
his memory, we unanimously adopt this resolution: 

Dr. Adkerson was born June 15, 1889, in Appo- 
mattox County and received his education in the 
Lynchburg schools, Virginia Polytechnic Institute 
and graduated in the medical class of 1912 at the 
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Medical College of Virginia. For many years, he was 
a beloved and honored member of the Lynchburg 
Academy of Medicine and served as its president. 
He was also a member of The Medical Society of 
Virginia, the American Medical Association, the 
American Academy of General Practice, Southern 
Medical Association, and the Virginia Academy of 
General Practice. He was also a member of the Elks’ 
Lodge, the Pythians, Travelers Protective Association, 
United Commercial Travelers and the Exchange 
Club of Lynchburg. 

Dr. Adkerson conducted his practice on the high- 
est ethical plane and placed the welfare of his pa- 
tients above all other consideration. He was note- 
worthy for his interest in and helpfulness to the 
younger members of the medical profession. He en- 
joyed life to the fullest in all aspects and his good 
fellowship will long be remembered by his many 
close friends. He was an ardent worker in his church, 
and his religious life and example were tributes to 
the church and equaled his love and devotion to his 
family and to the welfare of his patients. 

Whereas, we, his associates, in the Lynchburg 
Academy of Medicine join with his countless friends 
in sharing with his family his passing, and shall 
greatly miss this dedicated physician, true gentleman, 
devoted father, and sincere Christian. 

Now, THEREFORE, BE IT RESOLVED, by the Lynch- 
burg Academy of Medicine that we express to his 
family our sincere sympathy, and to those who may 
follow after us the high regard in which we held 
him, and to the community the loss we share with 
them. 

Be IT FURTHER RESOLVED, that a copy of this res- 
olution be forwarded to his family, a copy be sent 
to The Medical Society of Virginia, and a copy be 
made a part of the permanent records of this Society. 


Hotcomse Hurt, M.D. 
Porter B. EcHo ts, M.D. 

S. E. OGLEsBy, M.D. 

EuGcENE S. GrosecLose, M.D. 


Dr. Fletcher. 


On July 14, 1961, the Richmond Academy of 
Medicine sustained a lamentable loss in the passing 
of Dr. Herman S. Fletcher. A member of the Acad- 
emy for almost thirty years, he had devoted his entire 
professional career to his practice here in Richmond. 
Born on Church Hill, he was educated at Benedictine 
High School and finished his premedical work at the 
University of Richmond. He graduated from the 
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Medical College of Virginia in the Class of 1927. 
He interned at the Medical College Hospital and 
entered private practice with his brother, Dr. Fred 
P. Fletcher, with whom he worked for five years. 
On April 4, 1934, he married Miss Helen Overmann. 
About this time he opened his own office on Church 
Hill, where he practiced until his untimely death at 
the age of fifty-nine. 

For twenty-five years he was attending physician 
at the Little Sisters of the Poor and for twenty years 
at St. Joseph’s Villa. It was not unusual for him 
to complete a hard day’s work in his widespread home 
and office practice only to go to one of these insti- 
tutions where he would painstakingly care for a host 
of needy ones. He was never happier than when 
treating a patient in physical and financial need. 
Many for whom he cared were able to repay him 
only with their fervent prayers. 

Devoted to his family and his church, he was a 
family physician of the highest order. Surviving are 
his wife, three sons, two daughters and his brother, 
Dr. Fred Fletcher. 

Quoting the scriptures, we would say, “Well done 
thou good and faithful servant: enter thou into the 
joy of thy Lord.” 

We, the members of this society desire to pay 
tribute to the memory of our esteemed and beloved 
colleague. 

THEREFORE BE IT RESOLVED that this expression 
of our feeling be recorded in the minutes of the 
Richmond Academy of Medicine. 

Be IT FURTHER RESOLVED to send a copy of this 
resolution to the members of his family and to The 
Virgini. Medical Monthly. 


H. Harris, Jr., M.D. 
Crarry C. Trice, M.D. 
Joun H. Reep, Jr., M.D., Chairman 


Dr. Anderson. 


Dr. Paul Vernon Anderson died at his home in 
Richmond on July 3, 1961. 

He was born at Black Creek, North Carolina, on 
November 24, 1874. He was an academic graduate 
of Trinity College, now Duke University, receiving 
his B.A. degree in 1897 and his M.A. degree in 1901. 
In the interim between receiving his B.A. and M.A. 
degrees he was principal of the Graded School, Wil- 
son, North Carolina, and instructor of English in 
Trinity Park High School in Durham. He graduated 
from the University of Virginia School of Medicine 
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in 1904 and served an internship in the Polyclinic 
Hospital, Philadelphia, 1904-06. 

From 1906 to 1911 he was a member of the staff 
of the State Hospital at Morganton, North Carolina. 
in 1911 he was co-founder with the late Dr. James 
K. Hall of Westbrook Sanatorium in Richmond. He 
was president of that Sanatorium for many years 
prior to his death. He was Associate Professor of 
Neurology and Psychiatry at the Medical College of 
Virginia and the University of Virginia from 1915 
to 1937. 

Dr. Anderson was a member of The Medical So- 
ciety of Virginia for fifty years and of the Richmond 
Academy of Medicine for forty-seven years. He was 
past president of the Tri-State Medical Society. 

Dr. Anderson was a member of Phi Beta Kappa, 
Kappa Sigma, Phi Chi and Alpha Omega Alpha fra- 
ternities. He was listed in Who’s Who in America 
1938-39. He was also listed in Who’s Who in South- 
ern United States and Who’s Who in Medicine of 
the United States. 

In 1917 Dr. Anderson was commissioned Captain 
in the Army Medical Corps. During World War I 
he served with the United States Army Base Hos- 
pital No. 45 in France. In this service his profes- 
sional skill gave comfort to many disturbed soldiers 
and his good company and cheerful disposition im- 
proved the morale of the whole organization. 

Dr. Anderson held the admiration of every one 
who knew him, especially the members of his pro- 
fession. He was a pioneer in his chosen field of psy- 
chiatry in the State of Virginia. Through his inter- 
est in psychiatry he was co-founder of Westbrook 


Sanatorium, one of the first private psychiatric hos- 
pitals in the State of Virginia. Dr. Anderson was 
truly dedicated to the operation of this hospital, and 
by living to be 86 years of age he had the privilege 


of beholding the fruit of a labor that was born fifty 


years ago. One does not know the depth nor the 
height of his work as in the case of Dr. Anderson. 
Only eternity will reveal the number of hearts that 
were mended, the spirits that were lifted, the families 
that were reunited, and above all the minds that 
were healed through his efforts. 

Dr. Anderson frequently quoted Rabbi Ben Ezra 
by Robert Browning: 


Grow old along with me! 

The best is yet to be, 

The last of life, for which the first was made: 
Our times are in his hand 

Who saith, “A whole I planned, 

Youth shows but half; trust God: 

See all, nor be afraid!” 


THEREFORE, BE IT RESOLVED by the Richmond 
Academy of Medicine that we express our sincere 
and heart-felt sympathy to the bereaved family of 
our departed friend and colleague, to whom this me- 
morial shall be sent, a copy to be made a part of the 
permanent records of this Academy and a copy sub- 
mitted to The Medical Society of Virginia. 


Rex BLANKINSHIP, M.D. 
CARRINGTON WILLIAMS, Sr., M.D. 
J. Morrison HutcHeEson, M.D. 
J. R. Saunpers, M.D., Chairman 
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(brand of diphenoxylate hydrochioride with atropine sulfate) 


> lowers motility 
>< controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosat.. of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 


Descriptive literature and directions for use available in G.D. SEARLE «& co. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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Saint Albans Psychiatric Hospital 
RADFORD, VIRGINIA 


announces the opening of HILLSIDE, a new medical psychiatric 
facility for the resident care of selected male and female patients. 
HILLSIDE is a modern one-story structure with private and semi- 
private accommodations for twenty-four patients. The building 
is located on the grounds adjacent to the main hospital building 
with ample out-of-doors space. It is protected by an automatic fire 
sprinkler system. Medical, psychiatric and nursing services are 
provided by the hospital staff. A well-rounded recreational and 


occupational therapy program helps fill the “long hours” with 
individual and group activities. 


For rates and additional information, address: 


James P. King, M.D., Director, 
Saint Albans Psychiatric Hospital, 
Box 1172, Radford, Virginia 
Telephone—NEptune 9-2483 


TUCKER HOSPITAL Inc 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


a Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ Dr. AMELIA G. Woop 
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Third Decade of Nursing 


KATE E. PLYLER (1876-1947) 


MRS. PLYLER’S 
NURSING HOME 


MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
Fire Protection by Grinnell Sprinkler System 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine 
HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 
WM. H. HARRIS, JR., M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


Neurology 
RAYMOND A. ADAMS, M.D. 


Treasurer: 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D. 


JOHN ROBERT MASSIE, JR. + M.D. 


JOSEPH W. COXE III. M.D 

H. FAIRFAX CONQUEST, M.D. 
Dental Surgery 

JOHN BELL WILLIAMS, D.D.S. 


Urology 


CHAS. M. NELSON, M.D. 
AUSTIN I. DODSON, JR., M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D 


Radiology 
HENRY S. SPENCER, M.D. 
STUART J. EISENBERG, M.D. 


Pathology 


J. H. SCHERER, M 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D. 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D 


RICHARD J. JONES, B.S., C.P.A 
ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 
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e Understanding Care e 


Health Approved 


AGED e TERMINAL CASES e CHRONICALLY ILL 


@ Round the Clock Skilled Care 

@ Highest Ethical Operating Standards 
e@ R.N. Supervision and M.C.V. Extern 
@ Trained Dietitian @ Male Orderlies 


Bernard Maslan 
Administrator 


Your Patients Get the Skilled Care They Deserve 


—tIntermediate Care— Inspection Invited 


67 Simmons Hospital Bed Capacity 
Automatic Litter-Size Elevator 


Private and Multiple Rooms—toilets 


2112 Monteiro Ave. 
Richmond 22, Va. 


TERRACE HILL NURSING HOME 


e Sprinkler and ‘“‘Atmo’’ System Equipped e 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 
STAFF 
Dr. Elbyrne G. Gill 


Dr. Houston L. Bell 
Dr. Ronald B. Harris 


RESIDENT STAFF 


Dr. D. H. Williams 
Dr. Scott W. Little 
Dr. S. A. Milewski 


Lewis M. Simpson 
(Business Manager) 


The Hospital offers a three year residency in Ophthalmology to a graduate of an approved medical school, 
who has an internship of at least one year in an approved school. 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance, 


For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 
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STUART CIRCLE HOSPITAL 


Medicine: 
Manrrep Catt, III, M.D. 
M. Morris Pinckney, M.D. 


Joun D. Catt, M.D. 


Frank M. Branton, M.D. 
Joun W. PoweELL, M.D. 
Obstetrics and Gynecology: 

Wma. Durwoop Succes, M.D. 
Spotswoop Rosins, M.D. 

Davin C. Forrest, M.D. 

Josepu C. Parker, M.D. 
Orthopedics: 

Bevervey B. Crary, M.D. 

James B. Darton, Jr., M.D. 
Pediatrics: 

P. Mancum, M.D. 

Epwarp G. Davis, Jr., M.D. 


W. L. Mason, M.D. 

J. Warren MontacueE, M.D. 
Anesthesiology: 

B. Moncure, M.D. 

HetH Owen, Jr., M.D. 


ALEXANDER G. Brown, III, M.D. 


WynpuHam B, BLantTon, Jr, M.D. 


Ophthalmology, Otolaryngology: 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
Cuartes R. Rostns, Jr., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricuarp A. Micnavux, M.D. 
CARRINGTON WILLIAMS, Jr., M.D. 
ARMISTEAD M. WILLIAMs, M.D. 
Urological Surgery: 
FRANK Pore, M.D. 
J. Epwarp Hitt, M.D. 


Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Honces, M.D. 

L. O. Sneap, M.D. 

Hunter B. FriscuKorn, Jr., M.D. 

C. Barr, M.D. 

Irvin W. Caveno, Jr., M.D. 
Pathology: 

James B. Roserts, M.D. 


Director: 
C, HoucH 


Guy W. Horsey, M.D. 
General Surgery and Gynecology 


James T. GIAnoutis, M.D. 


J. SHELTON Horstey, II], M.D. 
General Surgery and Gynecology 


Austin I. Dopson, Jr., M.D. 


General Surgery and Gynecology J. Eowarp Hut, M.D. 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Douctas G. CHAPMAN, M.D. 
Urology Internal Medicine 


ELMER S. Ropertson, M.D. 
Internal Medicine 


W. Ky te Smitn, Jr., M.D. 
Internal Medicine 


Urology 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


RICHMOND 
EYE HOSPITAL 
RICHMOND 


EAR, NOSE AND 
THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital spe- 
cially constructed for the treatment of Eye, 
Ear, Nose and Throat Diseases, including 
Laryngeal Surgery, Bronchoscopy and Plastic 
Surgery of the Nose. 


Professional care offered a limited number 
of charity patients. 


Address: 
JOHN H. TOBIN, JR., Administrator 
408 North 12th Street 


Riverside 
Convalescent Home 


Sophia & Fauquier Sts. 


Fredericksburg, Virginia 


For convalescent, aged, chronically ill, 
and retired persons. Provides healthful 
rest, excellent nursing care in cheerful, 
comfortable surroundings. Air-condition- 
ed, fire-safe building. Accommodations 
for eighty-eight. Medical Supervision. 
Inspection Invited. Write, or telephone 
Essex 3-3434. 


Rates: 
$45.00 to $75.00 per week 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By WynbDHAM B. BLaAnTon, M.D. 


Published under the Auspices of 
The Medical Society of Virginia 


Reduced price to members of The 
Medical Society of Virginia 
18th Century—$2.00 
19th Century—$2.00 


Order through 


The Medical Society of Virginia 
4205 Dover Road 
Richmond 21, Virginia 
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An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray GriFFIN, JR., M.D. Mark A. GriFFIN, SR., M.D. 
Rosert A. GriFFIN, JR., M.D. MarK A. GriFFIN, JRr., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevitte, N. C. 


For the 


Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


in Lynchburg, Virginia 
Rich d 
OER Cor A. JEFFERSON 


Ground Floor Allied Arts Bldg. 


Exclusively Optical 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


rte TO Supplied: Bottles of 60 and 250. 


Literature and clinical samples 
available. 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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Day and night- 
less wheezing, 
coughing, labored 
respiration in 
chronic bronchitis 
and emphysema 


New Isuprel Compound Elixir is a bal- 
anced expectorant bronchodilator. It 
contains potassium iodide to promote ex- 
pectoration and relieve dry cough. Its 
three bronchodilators, Isuprel, ephedrine, 
and theophylline, keep bronchi continu- 
ously dilated. Luminal is included to ne- 
gate possible side effect from adrenergic 
medication and to provide very mild 
sedation for the patient. 


New Isuprel Compound Elixir alleviates 
symptoms...prolongs relief in chronic 
bronchitis and emphysema. 

Each good-tasting vanilla-flavored tablespoon 
(15 cc.) contains: 

Isuprel® (brand of isoproterenol) HCl... 2.5 mg. 


Ephedrine sulfate ............00eseeeee 12 mg. 
Theophylline 45 mg. 
Potassium fodide 150 mg. 
Luminal® (brand of phenobarbital) ...... 6 mg. 


Adult Dose: 2 tablespoons 3 or 4 times daily. 


How Supplied: Isuprel Compound Elixir is sup- 
plied in bottles of 16 fl. oz. 


New 
ISUPREL 
ELIXIR 


iithnop LABORATORIES 
New York 18, N.Y. 


ISUPREL AND LUMINAL, TRADEMARKS REG. U. S. PAT. OFF. 
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Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 


He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 


These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C. 
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because patients are more than arthritic joints... 
controlling inflammatory symptoms is frequently not enough! 


Even cortisone, with its severe hormonal reactions, can effectively control inflammatory and rheuma- 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a whole 
patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good for the 
symptom may also be bad for the patient. 
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Unsurpassed “General Purpose” and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy 


Aristocort 


Triamcinolone Lede 


(Knee Joint, Left: distal end of femur; Right: proximal end of tibia) 


ARISTOCORT is an outstanding “special purpose” steroid when the complicating problem is increased 


appetite and weight gain, sodium retention and edema, cardiac disease, hypertension or emotional 
disturbance and insomnia. 


ARISTOCORT provides unsurpassed anti-inflammatory control without sodium retention or edema — 
without the undesirable psychic stimulation and voracious appetite. 


Supplied: Scored tablets (three strengths), syrup, parenteral and various topical forms. Request complete information on indications, 
dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


@QD LevERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 
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Virginia’s Largest and Finest Overlooking Capitol Square 
Fifth at Franklin Ninth at Grace 


( Man Wz ( jing Cader 


In Richmond’s Growing West End In The Center of Convenience 
Davis Ave. at Broad Broad at Eighth 


Just one phone call or letter makes your reservations in Richmond’s four leading hotels 
and The Chamberlin, Fort Monroe, Virginia. Twelve hundred tastefully decorated rooms 
in Richmond are available for your use as well as 25 spacious meeting and dining rooms 
to accommodate groups from 5 to 1000. Whether you plan to visit Richmond or Tide- 
water, Virginia as an individual or in a group call one number, one time for central 
reservations—MILTON 4-4661 or write Central Reservations, Richmond Hotels, Inc., 
Richmond, Virginia. You will receive prompt and efficient service from our specially 
trained catering and room reservation personnel. Our catering counseling service is 
yours without charge in planning any special occasions. 


VM 


For information and reservations contact Central Reservations, Dept... , Ri d Hotels, | 


ated, Richmond, Va. 


P 


Miles 


THE HOTELS THAT HOSPITALITY BUILT 


The John Marshall, The William Byrd, The 
King Carter, The Richmond; Richmond, 
Virginia and The Chamberlin Hotel, Fort 
Monroe, Virginia. 
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When patients are older, debilitated, or just plain finicky 


... give them a vitamin tablet they can swallow 


This is just another “plus” when you specify an 
Abbott Vitamin. The Filmtab coating cuts tablet 
size as much as 30%. Bulky sugar coats and sub- 
coats aren’t needed, and aren't used. 


It isn’t very hard to prove this point of compact- 
ness. You can check it for yourself in seconds by 
comparing the Filmtab coated products on the fol- 
lowing page with any similar sugar-coated tablets. 


Perhaps you may wonder how a coating so micro- 
scopically thin can protect the stability of a product. 
The fact is that stability is actually enhanced. Un- 
like sugar coatings, the Filmtab covering is ap- 
plied without water. There is virtually no chance of 
moisture degradation to nutrients. Jn short, Filmtab 
coatings help make tablets better; 


make tablets better for each patient. 
ABBOTT 


TABLETS, ABBOTT 107033 


: 


Easy 


to 


take 


That’s one thing about Abbott vitamins. People like taking them. They’re smaller. You 


don’t smell and taste the vitamins. And, the bottle stays right on the table. Easy to take. 


ACTUAL SIZE 
OF EACH 
FILMTAB® 


DAYALETS® Abbott’s maintenance 
multivitamin formula. 


DAYALETS-M® Abbott’s maintenance 
vitamin-mineral formula. 


Ideal for the nutritionally run-down, or 
as prophylaxis for people who are on 
restricted diets. 


OPTILETS® Abbott’s therapeutic mul- 
tivitamin formula. 


OPTILETS-M® Abbott’s therapeutic 
vitamin-mineral formula. 


Excellent for use when bodily stresses 
and requirements are increased, as in 
periods of illness or infection. 


FILMTAB—FILM-SEALED TABLETS, ABBOTT ™M — TRADEMARK 107034 


SURBEX-T™ Abbott's high-potency 
B-Complex formula with 500 mg. of 
vitamin C. 

SUR-BEX® WITH C Smaller dosage 
of the essential B-Complex and C. 

For the build-up in convalescence. 
Therapeutic replenishment in the eas- 
iest manner possible. 


Attractive daily- 
reminder table bottles 
at no extra cost. 


Vitamins Abbott 
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The cigarette that made the Filter Famous! 


CIGARETTES... 
CIGARETTES... 


KING SIZE — 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO. 


A PRODUCT OF P. LORILLARD COMPANY : FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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How to help your patient stick to a 


geriatric diet 


The secret ingredient in a successful diet is acceptance. 
Meat is as important for the old as for the young—and 
every bit as appealing. Chops, fish steaks, chicken parts 
or cutlets can be bought in small portions. Chopped or 
strained vegetables not only supply the patient on a 
geriatric diet with needed vitamins, but are easy to chew. 
The same is true of easy-to-make, one-dish casseroles. 
Patients of advanced years enjoy salads because they need 
no cooking, and canned fruits are an extra convenience 
for the elderly. Fluid intake peor be liberal, of course. 


Delicious dishes like these can help the aged enjoy a better balanced diet. 


A glass of beer 
can add zest to a 
patient's diet 
Sodium 17 mg. 


calories 104/8 oz. glass 
(Average of American Beers) 


United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, write us at 536 Fifth Avenue, N.Y. 17, N.Y. 
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effective, palatable, economical 


CREMOSUXIDINE®[SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 


Additional information on CREMOSUXIDINE is available to physicians on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


CREMOSUKIDINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC, 
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patients’ slee 


BAYER’ ASPIRIN 
MAKE THEM SLEEP, 


AND WITH BAYER ASPIRIN, 
THERE’S NO 
“SEDATIVE HANGOVER.” 


There are, of course, a great many instances of 
sleeplessness in which the patient should be directed to 
take a sedative to induce sleep. 


But there are also many instances in which sleeplessness is 
caused by nothing more serious than minor aches and pains which 
can easily be relieved by one or two tablets of Bayer Aspirin. 
With physical discomforts gone, sleep comes naturally. 


And when Bayer Aspirin is used as a sleeping aid, 
patients never suffer the “sedative hangover” which so 
often follows an induced sleep. 


So remember, when minor aches and pains 
disturb your patients’ sleep, Bayer Aspirin doesn’t 
make them sleep; it lets 
them sleep, naturally, with 
0 “sedative hangover.” 
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LOGICAL NEW DERMATOLOGICAL HELPS 


solve the mystery 
cne 


Brasivol has a gentle abrasive action that attacks the acne lesion simply and directly. 
It maintains the mild desquamation so essential to the successful acne regime. 
Helps open plugged pores, reduce pustules and blackheads, 
control oiliness. Helps minimize postacne scars. The patient simply applies Brasivol 
abrasive cleanser 2 or 3 times daily, and rinses. Ritual helps relieve 
urge to squeeze pimples. Cooperation is enhanced 
because results are readily seen and felt. Safety and success are 
supported in over 10 years of clinical studies on 
thousands of acne cases. Brasivol (pat. pend.) 
contains precisely sized abrasive particles 
(fused aluminum oxide) and hexachlorophene 1%, 
in a detergent and drying base. Compatible 
with other therapeutic measures. 


Write for starter samples and literature 


(STIEFEL ) 


LOGICAL DERMATOLOGICALS—since 1847 


STIEFEL LABORATORIES, INC. 
Oak Hill, New York 


CANADIAN REPRESENTATIVE: 
WINLEY-MORRIS CO., LTD., Montreal 29, Quebec 


Brasivol Fine Brasivol Rough 


Brasivol is supplied in 3 abrasive grades, 
permitting gradual intensification of abrasive 
action as the acne improves. Also, Brasivol 
Base (abrasive free) now available for acute 
inflammatory cases. 

Jars of Brasivol Base 5 oz.; Brasivol Fine 
534 0z.; Brasivol Medium 6% oz.; Brasivol 
Rough 7 oz. 


rasivol 
ABRASION THERAPY FOR ACNE 


in certain other countries Brasiwol is available as DENCO-BRAS™ 


REFERENCES: 

SAPERSTEIN, R. B.: Treatment of Acne with Long Term 
Continuous Abrasion. A.M.A. Archives of Derm. 81: 601, 
April 1960. 

REES, R. B.; BENNETT, J. H.; GREENLEE, M. R.: Newer 
Drug Treatment in Dermatology, Cal. Med., 91:1, July 
1959. 

SULZBERGER, M. B. & WITTEN, V. H.: The Management of 
Acne Today. Med. Clinics of No. America, 43:3, May 1959, 
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SPECIAL COUGH FORMULA 


for Children 
SOOTHING DECONGESTANT AND EXPECTORANT 


Trademark 


Each teaspoon (5 cc.) contains: Codeine phosphate....... 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 

Chiorpheniramine maleate ...... 0.75 mg. 

Potassium iodide ....... 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to 6 years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed, 


How Supplied: 
Bottles of 16 fl. oz. 


Exempt Narcotic 


LABORATORIES 
New York 18,N.Y 


Vircinia MepicaL MONTHLY 
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low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 

your patient is soon restored to full activity—often 

in days instead of weeks. 

The muscle relaxant with an independent pain-relieving action 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 


Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- (carisoprodol, Wallace) 
siness may occur, but usually only in higher dosages. Wallace Laboratories, Cranbury, New 
Soma is available in 350 mg. tablets. USUAL DOSAGE: ® iy one 
1 TABLET Q.1.D. 
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...motion-stopping radiographic speed 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not 
sacrifice needed power. This is important. For, 
only ample x-ray output will assure you ex- 
wl posure speed sufficient to overcome common 
motion-blurring problems. The Patrician com- 
bination provides this and more in every detail 

for radiography and fluoroscopy. For example: 

full-size 81” tilting table . . . independent tube- 

stand . . . counterbalanced (not counterpoised) 

fluoroscopic screen or spot-film device . . . fine 

focus x-ray tube . . . fluoroscopic shutter-limit- 

ing device to confine radiation to screen area 


DIRECT FACTORY 
BALTIMORE 
3012 Greenmount Ave. * HOpkins 7-5340 


NORFOLK 
Room 707, Medical Tower Bldg. + 400 Gresham Drive 
MAdison 5-0561 
RICHMOND 
3425 W. Leigh St. + ELgin 9-5059 
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is built into every Patrician “200” 


... automatic x-ray tube overload protection. 

Ask about renting: Through the G-E 
Maxiservice® plan, you can have this com- 
plete Patrician “200,” plus maintenance, parts, 
tubes, insurance, and paid-up local taxes — 
all wrapped-up by a modest monthly fee. 
Details available from your G-E x-ray repre- 
sentative listed below. 


Progress 's Our Most Important Product 
GENERAL @ ELECTRIC 


BRANCHES 
ROANOKE 
515 Norfolk Ave., S.W. + Dlamond 38-6209 
WASHINGTON, D. C. 
Silver Spring, Md., 8710 Georgia Ave., N.W. 
JUniper 9-4355 
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WHENEVER COUGH THERAPY 
IS INDICATED 


1e\ 2S in anc associated 
5-20 minutes = effective for 6 hours o 
ipat promotes . rare 


LABORATORIES 
Hill 18, New’ 


"*U.S. Pat. 2,630,400 
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Average adult One | joonful after meals and at 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords NICOZOL contains pentylenetetrazo! 

prompt relief of apathy. Patients generally look ee 

better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir [\/_| 
on 
DRU G ‘Write for professional sample and literature. Page 581 
C Speciatties) WINSTON-SALEM 1, NORTH CAROLINA 


DEDICATED TO SERVING THE SOUTHERN PHYSICIAN 
VirciInia MepicaL MONTHLY 
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"*U.S. Pat. 2,630,400 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally # metabolically * mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 

5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units 
* Vitamin D, 500 U.S.P. Units ¢ Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Be), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HCI (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
* Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ l-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units « 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. ¢ Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs), 
35 mg. * Phosphorus (as CaHPO,), 27 mg. 
* Fluorine (as CaF 2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as K2SOx,), 

mg. * Manganese (as 1 mg. Zine 
(as ZnO), 0.6 mg. ¢ Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


Plan now to attend the A.M.A. Clinical Session in Denver, November 27-30. 


VoLuME 88, NovEMBER, 1961 
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Why do we say Mysteclin-F is decisive in infection? 


: because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 
Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 
for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 

*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


Mysteclin-F SQuiss Squibb Quality — 


) the Priceless Ingredient 
Squibb Phosphate-Potentiated Tetracycline (sumycin) plus Amphotericin B (rUNGIZONE) 
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A good mixed diet will ordinarily supply 
enough protein and most other essen- 
tials for late pregnancy and lactation. 
The critical deficiency most likely to 
occur is calcium. 


INOBEX-CAL tablets supply phospho- 
rus-free CALCIUM—0.6 Gm. daily, at 
the suggested dosage rate. In addition, 
the full allowance of 15 mg. of Iron 
is provided as recommended by the 
National Research Council. 


ABUNDANT CALCIUM 


(phosphorus-free) 
—to protect against leg cramps 


ADEQUATE IRON 


—to meet the increased needs of gravida 
and fetus 


ill tha aritiea aalei 
during pr 


ESSENTIAL VITAMINS — including 
pyridoxine—!NOBEX-CAL tablets do not 
burden your patients with extra expense 
for a long list of vitamins and minerals 
usually present in the diet. Additionally, 
they provide the advantage of adequate 
pyridoxine to help reduce tooth decay. 


inobex-cal considers your 
patient’s needs-and purse 


Each INOBEX-CAL tablet supplies: 
Calcium—elemental 

(from Calcium Carbonate) 
lron—elemental 

(from Ferrous Sulfate) 
Vitamin B, 
Vitamin By 
Vitamin Bg 
Niacinamide 
Vitamin C 
Vitamin D 


ECONOMICAL—on the basis of calcium 
provision, INOBEX-CAL represents a 12 to 
40 percent saving in cost to your patient. 


dosage: One tablet t.i.d. Adjust upward 
if the patient's diet is deemed especially 
deficient in calcium. 


supplied: As sugar-coated, capsule- 
shaped tablets, in bottles of 100 and 1000. 


Write for samples and literature. 


A DIVISION OF {RxETOR] PHARMACEUTICALS, INC. 


A 137 YEAR OLD TRADITION TO PROVIDE THE RELIABLE PHARMACEUTICALS MOST USEFUL IN YOUR PRACTICE OF MEDICINE TODAY 


— 
} 
Omg. 
3 mg. 
mg. i > Silden Jompany 
3} 
Units : 


REPRINT PRICES OF ARTICLES IN THE 
VIRGINIA MEDICAL MONTHLY 


Trim Size: 8 x 11 inches 


. of copies 200 250 500 750 
$8.90 $9.20 $10.70 $12.20 
10.20 10.60 12.45 14.35 
21.70 22.65 27.25 31.88 
90:15 $1.30 57.00 62.70 
82.65 85.05 96.90 108.80 
100.30 102.60 114.00 125.40 


18.65 20.40 29.00 37.45 
Envelope—blank -_- 5.60 7.00 14.00 21.00 
Envelope—printed _ 11.16 12.70 20.70 28.60 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street Richmond 19, Virginia 


INDEX TO ADVERTISERS 


Plough Laboratories 

Ames Company, Richmond Eye Hospital—Richmond Ear, Nose and 
Appalachian Hall $ Throat Hospital 
Bristol] Laboratories Richmond Hotels 
Davies, Rose & Company, Limited- 
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Eli Lilly and Company : Roerig 
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Genera! Electric 
Gill Memorial Eye, Ear and Throat Hospital, Inc 
Glenbrook 
Haskell, C. C St. Elizabeth’s Hospital 
Jefferson, A. : St. Luke’s Hospital 
Jobnston-Willis Hospital c St. Paul-Western Insurance Companies 
Jones and Vaughan Stiefel 
Lederle 10-11, 34, 48-49, 63 
Lorillard 53 


Mead Johnson Laboratcries-__-_- ote Back Cover Tucker Hospital, Inc 

Parke, Davis & Company Second Cover-3 

Peepivs Gervise Dems 26 

Physician’s Products Co 3 Williams Printing Co 

Pitman-Moore Company 5 Winthrop Laboratories -..............-...- 5, 15, 22, 46, 58, 67 
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dependable pain relief in 
Demerol is unsurpassed 
and safety 
for Both mother and child. 
Usual is from 50 to 
100 mg. sabtutaneously or 
intfamuseularly when pains 
become regular, repeated three 
or four times at intérvals of from 
one to four hours as needed. 


SUBJECT TO REGULATIONS OF THE FEDERAL suRcau OF NARCOTICS 


OEMEROL (BRANC OF MEPERIDINE), TRADEMARK PEG. U.S. PAT. OFF, 


LABORATORIES 
NEW YORK 18, Y, 


VoLUME 88, NovemBer, 1961 


or your obstetric patients in pain, the narcotic of choice is 
i. 
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drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


“The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings . . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting generic 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 


**, . . it is unsafe [to prescribe generically] because there is not sufficient policing of 


our standards... .” 
Lloyd C. Miller, Ph. D. 


Director of Revision of the U.S.P. 


“The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. .. . it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 


are concerned.” 
Albert H. Holland, M.D. 


formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia oK 


VIRGINIA MepicaL MONTHLY 


4 ae 
| 
: 
4 
68 


AN AMES CLINIQUICK® 


Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
control of diabetes is in the patient's hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 


Cuinitest® permits a high degree of practical accuracy and is very convenient.? Its clinically stand- 
ardized sensitivity avoids trace reactions, and a standardized color chart minimizes error or 
indecision in reading results. Cuinitest distinguishes clearly the critical 4%, 42%, 34%, 1% and 
% urine-sugars. It is the only simple test that can show if the urine-sugar is over 2%.* Your nurse 
or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 
them helpful. Furthermore, Cuinitest may be a vital adjunct in the management of the diabetic 

child or the adult with severe diabetes. 


(1) Danowski, T. S.: Diabetes Mellitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M. Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 


FOR PRACTICAL ACCURACY OF URINE-SUGAR QUANTITATION oss 


Standardized urine-sugar test...with AMES 
COLOR-CALIBRATED GRAPHIC ANALYSIS RECORD 


® A line connecting successive urine-sugar read- ee 
ings reveals at a glance how well diabetics are (/ \" 
cooperating. Each Cuinitest Set and tablet re- | 


BRAND Reagent Tablets _ fill contains this physician-patient aid. 
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Now...two new products to supply 
. 2 . 1.3 

the iron infants and children need 

at the ages they need it 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of Tri-Vi-Sol drops with and without . 
iron and Deca-Vi-Sol chewable vitamins with and without iron. 

Both new products taste good. The packaging carefully limits 

elemental iron to a total of 500 mg. per bottle. Nevertheless, the 

bottles should be kept out of the reach of children. 


Tri-Vi-Sol vitamin drops with iron, Each 0.6 cc. daily dose supplies 10 mg. 
elemental iron plus safe, rational amounts of vitamins C, D and A. Supplied 
in bottles of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron, Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


Bibliography: (1) Jacobs, I.: GP 2/:93 (Jan.) 1960. (2) Shulman, IL.: J.A.M.A. /75:118-123 
(Jan 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 


Mead Johnson 
Laboratories 


Symbol of service in medicine aconst 
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